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] aM profoundly appreciative of the signal honour that 
has come to me through my election to the office of Presi- 
dent of the British Medical Association, in succession to _ 
a long line of distinguished predecessors. In offering my | 
grateful acknowledgments to my _ professional confréres | 
for their goodwill and to the Councils of the Canadian | 
and the British Medical Associations for their approval, | 
I desire to express my earnest hope that this meeting in | 
Canada will serve to strengthen, between this Dominion, | 
the Mother Country, and the various other units of the 
Empire, the ties of scientific fellowship, fraternal good 
will, and patriotic unity. 

We Canadians welcome with all our hearts the visitors | 
from the Mother Country with whom we have the honour 
of being associated at this meeting. We welcome you. 
because you are of the family. We know that you have 
felt, from the moment you first set foot in Canada, that | 
you are on soil which is yours as well as ours, that you | 
are under the folds of the flag which is yours and ours, 
that you are welcome visitors from the old homestead to 
a new land, where the children of the old stock hold the | 
old faith and love the old traditions and cherish a pride | 
in the inheritance of British institutions and ideals. You 
feel with us, we are sure, the sense of possession of this 
spacious Dominion which we, with our fellow-Canadians 
of French extraction and with those of other racial strains 
who are combined with us in the Canadian national unity, 
hold under the providence of God for King and Empire. 

This meeting in Canada of the British Medical Asso- | 
ciation, in acceptance of an invitation from Winnipeg, | 
first given thirty-three years ago, is regarded by the 
medical profession of the Dominion as an outstanding 
event in its history, and is of special significance at this 
time when the bonds of Empire are growing stronger and 
there is increasing evidence that Canada shares with the 
Mother Country a common outlook and a common destiny. 

We greet with special pleasure our professional brethren 
who are with us from non-British countries. To those 
who come from south of the international line, we desire | 
to make heartfelt acknowledgment of the friendliness in- | 
variably shown to Canadian physicians who visit their 
country. The mutual understanding and cordiality be- 
tween us manifests itself in the freedom with which we 
cross the border from one country into the other. 

Canada, in growing strong and prosperous and con- 
fident, has become increasingly capable of fulfilling the 
great duty of interpreting the British Empire to the 
United States, and, by being the bridge of understanding, 
serves to maintain and strengthen the friendship and co-| 
operation between the two great branches of the English- 
speaking family on which depends the future progress and 
welfare of the world. We, as British subjects, know, and | 
our cousins across the line who are the heirs of British | 
traditions, know likewise, that wherever the British flag. 
has been carried, freedom has ripened under its influence, | 
law and order have been maintained, and the common lot | 
of the common man has been made happier. We are. 
workers with a common purpose for the betterment and | 
Progress of mankind. We say, as Abraham said to Lot—_| 

Let there be no strife, I pray thee, between me and thee, | 
and between my herdsmen and thy herdsmen, for we be. 
brethren.” 

It is interesting to recall that only twice before has 
the British Medical Association met outside of the British | 
Isles, and both times the meeting was in Canada—in | 


pale.” 
appear, it is not one whit more improbable than would 


Montreal in 1897, under the presidency of the late Sir 
Thomas Roddick, and in Toronto in 1906, when the late 
Dr. R. A. Reeve was the presiding officer. We who had 
the privilege of being present on these occasions will 


/ever treasure the memory of meeting in the flesh the 
great men of British medicine of that period: Lister, 


Osler, Clifford Allbutt, and many others. What Canadian 
physician who attended that memorable meeting in 1897 
can ever forget the occasion when Osler delivered his 
classical address on ‘British Medicine in Greater 
Britain.’’ In looking forward to the great developments 
which the future would bring he said—‘‘ Under new 
and previously unknown conditions the Africander, the 


_ Australian, or the New Zealander, may reach a develop- 


ment before which even ‘the glory which was Greece’ 
And he added—‘‘ Visionary as this may 


have been a prophecy made in 1797 that such a gather- 
ing as the present would be possible within a century on 
the banks of the St. Lawrence.’’ To those words of 
Osler, we may well add now—‘‘ Nor would it be more 
visionary than would have been a prophecy made in 
the 1860’s, before the Red became a Canadian River, 
and when Western Canada was a wilderness, that such a 
gathering as the present would be possible here on th> 
banks of the Red in 1930.”’ 

We have still with us in Winnipeg several residents 
who are survivors of the era. before Manitoba entered 
the Canadian family of Confederation, sixty years ago, 
as the fifth of the nine Provinces of the Dominion of 
to-day. They remember when there was still to be seen, 
crossing the area now within the city, an old trail along 
which, before the coming of the Selkirk settlers, the 
buffalo used to travel in Indian file to a drinking place 
on the bank of the Red River. They remember the 
religious festival known as the White Dog Feast, for 
which the Indians used to assemble here every summer. 
That festival was held for the Jast time on Point 
Douglas, which is within the city of Winnipeg, in 
June, 1873—only fifty-seven years ago. In performing 


the elaborate ceremonial at that festival, the medicine 


men officiated, but more as priests than as physicians. 
How different those medicine men from the medicine 


men assembled at this meeting in Winnipeg! 


For many years it was the hope of leaders of the 
profession in Great Britain and in Canada that through 
the establishment of branches the British Medical Asso- 
ciation would become firmly rooted in the Dominion, 
but local needs and ocean-wide separation foredoomed 
that hope to failure. Out of a total number of about 
9,000 practitioners in Canada, only 374 became mem- 
bers of the British Medical Association. The bond of 
sentiment was strong between the professions in the 
two countries, but the bond of organization was weak. 
A happy arrangement was affected, when, in the words 
of Dr. Cox—‘‘A marriage between the two associations, 
with the word ‘ obey’ left out, was arranged.”’ 

To speak more accurately, the Canadian Medical Asso- 
ciation is proud to be affiliated with the British Medical 
Association, and to accept the relationship by that 
relationship implied: 

“Daughter am I in my mother’s house, 
But mistress in my own.’* 

The records of Canadian medicine go back four 

hundred vears to the times of the first French explorers, 
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who discovered that the Indians had a knowledge of 
medicine and surgery equal in some respects to their 
own. ‘In no country,” writes Heagerty, ‘‘is the 
history of medicine so well preserved as in Canada, in 
no country is the story so all absorbing, so replete with 
striking incident.” Among the ways in which the 


religious pioneers in Canada gave expression to the | 


spirit of Christianity was the erection of hospitals, of 


which the first was the Hotel Dieu in Quebec, founded | 


in 1630. 
The surgeons during the French régime in Canada 
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IN CANADA 
other overseas dominions, who will greet with warm 
approval the statement of the Committee that it “ wij) 
offer to the post-graduate medical students of Great 
Britain, the Empire, and the world, both the beg 
instruction and the most cordial welcome, which a great 
centre for the teaching and the practice of medicine 
should provide.”’ 

The members of the medical profession, especial} 
those who have been practitioners for a generation A 
more, are increasingly conscious of the radical changes 


_that are taking place in the economic and professional 


had, in the main, no degrees. They were of an inferior | 


social status, practising conjointly with barbers. Neither 
medical qualifications nor an apprenticeship were required 
to entitle an individual to practise. After the taking of 
Quebec, the British surgeons, who had come to Canada 
with the military and naval forces and remained to practise 
their profession, flourished. That they were not lacking 
in a knowledge of the newer medical discoveries nor of 
the spirit of charity is attested by a notice in The Quebec 
Gazette in September, 1768, as follows: 

‘“Mr. Latham, Surgeon to the King’s Regiment of Foot, 
acquaints the inhabitants of Quebec that some days ago he 
inoculated some soldiers belonging to the Regiment, by which 
means he has secured sufficient infection for those who 
choose to be inoculated. All poor persons who are not able 
to pay and are desirous of being inoculated may apply. He 
will attend and give them medicine gratis.” 

From the beginning of the British period, medical care 
was supplied, for the most part, by military surgeons 
who had retired from the service, or by surgeons who 
had been driven out from the revolted Colonies because 


of their refusal to give up their allegiance to the British | 


Crown. 


system under which we live. Conditions of practice haye 
been changed vitally, in method and in outlook, by the 
prodigious growth in medical knowledge, and the keener 
appreciation, both of the public and of our profession 
of the right of citizens to good health and skilled medical 
care. A growing tendency is observed on every hand to 
demand collective organization of the community jp 
the interests of the mass of the people, by common cop. 
trol or ownership of those agencies which minister to 
their need, their comfort, or their happiness. In no 
instance has this been more conspicuously displayed 
than in the field of medicine. : 
The economic basis upon which practice is being con. 
ducted has been the object of widely expressed dissatis. 
faction, on the part of both the profession and the 
public, and a multitude of agencies has been called into 
action to investigate and solve the intricacies of this 
most difficult problem. A _ prolific source of criticism, 


and of dissatisfaction, arises from the failure of our 


profession to provide competent service to the various 


_sections of the community under a financial plan that 


That Canada regards Great Britain as its fountain-— 


head in medical education was exemplified by the holding 
of the primary examination of the Royal College cf 
Surgeons of England in Toronto last summer. It is thus 
made possible for Canadians to acquire the coveted dis- 
tinction of membership of the College, without having to 
take the time to go to London for all the examinations. 
After years of negotiation, this privilege has been granted 
to our graduates. More and more, we may hope there will 
be recognition in Canada of the value of this hall-mark of 
academic standing. 

One of the greatest privileges and pleasures enjoyed 
by Canadian physicians is to visit the Mother Country 
for recreation or scientific knowledge. The great his- 
torical shrines, the majestic ecclesiastical structures, 
‘the urns containing the ashes of history,’? a thousand 
hallowed places in which the destiny of the English- 
speaking people has been decided, by conflict, confer- 
ences or educational process, draw the Canadian as with 
a lodestone. But if it should happen that he is a 
disciple of Aesculapius of limited means, anxious to 
blend study with pleasure and to profit by his sojourn 
in the heart of the Empire, in which the greatest clinical 
resources in the world may be found, he will agree with 
our confréres in New Zealand that these to speak 
generally, have been neither well organized nor well 
advertised. Students complain of difficulty in securing 
the instruction desired, and that courses have not been 
designed to meet their needs, as in Vienna and in the 
United States. The Athlone report of 1921 sets forth the 
reasons why the post-graduate facilities in London have 
not been attractive to many students from _ overseas, 
namely, lack of funds, lack of a central hospital, and lack 
of a teaching staff having the interest, time, and determin- 
ation to offer something as good or better than is obtain- 
able elsewhere. 


The recent announcement that the Government of | 


Great Britain. guided by the recommendations of the 
Post-Graduate Education Committee, had decided to 
make a grant of £250,000 towards the establishment of 
a British Post-Graduate Hospital and Medical School (in 
co-operation with the London County Council, and with 
the University of London) was welcome news to the 
medical profession of Canada. It was likewise a source 
of satisfaction, I am sure, to the profession in all the 


will meet the needs of every class of citizen. The 
economic organization of medicine has not kept pace with 
its scientific progress. 

The State, having granted the medical profession legal 
authority to control licensure and to pass upon the 
qualifications of men seeking authorization to practise, 
must unquestionably possess the right to exact a quality 
of professional skill and service that will meet the needs 
of the age, and to require adequate facilities for their 
distribution to every section of the community. If 
corporate medicine cannot, or will not, recognize and 
meet the demands so insistently made for the develop. 
ment of a system under which competent medical aid 
will be available—for rural districts especially—no _pro- 
tests can be raised if governments, or municipal bodies, 
take steps to inaugurate a system of medical service 
of whatever type and character may seem best. 

I would not venture to pass upon the economic system 
of practice existing in other parts of the Empire, which 
have doubtless been evolved to meet situations there 
prevailing, but I may perhaps be permitted to refer to 
conditions that exist in Canada, from which lessons may 
be taught or conclusions drawn. 

At the outset let me say that I am strongly opposed 
to encroachment by the Staté on the field of private 
practice, and this attitude, I am sure, is supported by 
the large majority of my confréres. I do feel, however, 
that we must settle problems of service, cost, organiza- 
tion, and distribution ourselves. I should be sorry if 
our inaction exposed us to the criticism that we possessed 
neither the vision nor the capacity to plan an organiza- 
tion of medicines, no less advanced or scientifically 
applicable to the economic than to the scientific require- 
ments of to-day. 

One need not be endowed with unusual gifts of pro- 
phecy or of sapience to predict that if we fail to interpret 
correctly the signs of the times, and to realize the in- 
exorability of the law of evolution as it relates to 
medical economics and practice, we shall find ourselves 
the victims of a system, created by the _ political 
exigencies of the hour, and the pressure of a_ public 
opinion that is intolerant of delay, or of a laissez faire 
attitude on the part of organized medicine. Thus, in the 
words of Sir Arthur Keith, shall we find ourselves “ the 
slaves of circumstances rather than the masters of our 
fate,’”’ and dominated by ‘‘ influence that arises out- 
side and not inside the profession.” 
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MEDICINE IN CANADA 


At no period in our history has medicine stood higher | 


jn public esteem and confidence than to-day, and never 
has our profession enjoyed a greater measure of goodwill 
and public support than at the present time. Admittedly, 
however, certain phases of practice are open to criticism, 
and the Aesculapian guild is confronted with many 
problems pressing for solution. 
costs, unavailability of medical aid, and lack of qualifica- 
tion. The ground-swell of dissatisfaction is felt especially 
in the west. In British Columbia, for example, the medical 
profession frankly admits that State medicine is impend- 


These relate mainly to. 


ing, and plans for dealing with the situation, when it | 


arises, On a basis that will be satisfactory both to the 


patient and the public. The trend towards S:ate medicine | 


at the Coast is indicated by the report of the Royal Com- 
mission on State Health Insurance and Maternity Benefits 


—whose membership of five includes two physicians— 
recently submitted to the Legislature, setting forth the) 


results of an exhaustive study of health insurance which, 
while not complete, has progressed sufficiently to warrant 
the following conclusions: ‘‘ Our investigations so far con- 
vince us that there is justification, and a_ general 
demand for the introduction in British Columbia, of an 


economically sound and equitable public health insur- | 
ance plan, in the interests of the majority of Provincial | 


workers, of Provincial industries, and of the State, in 
the more effective safeguarding 
communal health, the more rational distribution of sick- 
ness costs, and the scientific reduction of such charges 
to the Government, to employers, and to _ individual 
citizens.”’ 

In Alberta the tendency of the times is shown by a 


and preservation of 


| 
| 
| 
| 


| has complied 


novel departure from accepted precedent, which has been | 
sanctioned and established by the Government, and in| 


the main approved by the medical profession. 


taken the form of a travelling clinic. The fear, so 


It has | 


widely expressed by many physicians, that such a system | 
will lead to State medicine is combated by the Director | 


of the Clinic, who maintains that it will have the reverse 
efect, and that, by reaching the children in the rural 
communities, the principle of periodic health examina- 
tions will be carried to the parents. ‘*‘ Undoubtedly,’’ 
he says, ‘‘ the actual examinations and treatments given 
in the past have been of great benefit to these people, 
who cannot arrange to have examinations done and 
operations performed, if the service is not taken to 
them.’”’ While differences of opinion may exist as to 


the value of this travelling clinic as a manifestation of | 


public policy in the domain of medicine, it has great 
significance. 

In Saskatchewan certain developments. of a 
radical character have taken place under Government 
auspices, and are being studied with interest by all 


These include the establishment of union hospitals 
under the control of adjoining municipalities which are 
supported through taxation and provide service at an 
extremely low rate, the employment of physicians by the 
municipality on a salaried basis, the provision of free 
nursing care for stated periods, and the assumption ot 
financial responsibility by the Province for the treatment 
of all tuberculous persons. 

Innumerable other examples of the prevailing trend 
in Canada could be cited from the Province of Quebec 
westward to the Pacific. 
that both the Canadian Medical Association and the De- 
partment of Pensions and National Health at Ottawa are 


making a study of medical care and its cost, with a view | 


to submitting 
date. 
in the United States, of embarking upon a five year 
programme of investigation into the cost of medical care 
is further evidence of the increasing importance of 
attempting to deal constructively with this problem. 

_When under legislative authority a license to practise 
is granted, it simply indicates that the individual to 
whom it is issued has, at least, the minimum qualifica- 
tions of a general practitioner. It does not 
however, that he possesses special knowledge in any of 


constructive recommendations at a later 


very | 
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the many divisions of medicine. He may be a man of 
the highest character and ideals, willing to place the 
welfare of his patient first, and to avoid operations and 
procedures which he has neither the capacity nor the 
experience to perform. This is true of the majority of 
practitioners. On the other hand, he may be of a type, 
not unknown, that pretends to knowledge not possessed 
and qualifications non-existent. 

In addressing this audience I need not emphasize the 
value to the community of medical skill as a factor in 
shortening periods of disability and reducing medical 
costs, but I would like to stress the urgent need of 
securing, in Canada at least, such amendments to the 
different provincial medical Acts as would enable the 
governing bodies of our profession to pass upon the 
qualifications of men purporting to be specialists. The 
Government has upon its statute books laws relating to 
the standardization of weights and measures and to ensure 
the purity and quality of products offered for sale. Surely 
it is more important that the medical skill available for the 
use of humanity should be approximately as represented. 

Of recent legislation in Canada dealing with medical 
practice, that which stands out pre-eminently in _ its 
claim to attention is the statutory regulation of 
specialism in the Province of Alberta, which is the most 
advanced legal enactment of its kind in this country. 
It provides that no practitioner can hold himself out to 
the public to be a specialist in any recognized field of 
special practice unless he has received from the Senate 
of the University of the Province a certificate that he 
with certain specific requirements as to 
study and experience. Under this arrangement, bona 
fide specialists and the public of Alberta are being pro- 
tected against uninstructed, unskilled, and unqualified 
persons announcing themselves as_ specialists. The 
Alberta legislation is unquestionably in the direction of 
a higher standard of education and competency in 
specialized and indeed in general practice as well. I 
feel justified in saying that it will be but a matter of 
time until the other Provinces follow the excellent lead 
thus given. 

The nurse, as a major factor in the increasing cost 
of medical care, occupies an important position, and 
criticism of her and of the organizations which are re- 
sponsible for the educational and economic policies 
under which she labours is free and insistent. It may 
be that the nursing profession has failed to provide 
semi-skilled, as well as skilled, service, and to develop 
organizations and policies to meet every type of tech- 
nical and economic nursing requirement. But careful 
surveys covering a wide field show that the professional 
nurse may justly voice a claim for more consideration 


¢ than she has received. She is employed less than 60 
who are concerned with medical practice and economics. | 


In this connexion I may say. 


The monumental task undertaken by our friends > 


| helper. 


certify, | 


|! was founded in 


per cent. of her time, earns far less than a skilled work-: 
man, and quite justly is dissatisfied with her present 
status and her future prospects. Is there not some plan 
which could be adopted under whieh she may be freed 
from economic anxiety, and may satisfy the requirements 
of the public and the medical profession in the matter 
of cost and skill? I believe there is. We have in 
Canada a national organization (established under royal 
charter) known as the Victorian Order of Nurses, which 
1897, at the time of Queen Victoria’s 
Jubilee, by the Countess of Aberdeen. 

This Order is represented in practically all the larger 
centres of population, and has established and maintains 
a visiting nursing service. It engages and directs the 
activities of its staffs of nurses, in the care of the sick, 
the demonstration of nursing methods, and the preven- 
tion of disease, and offers at a reasonable price a super- 
vised service, on an hourly or daily basis, of every 
type, from that supplied by the highly trained regis- 
tered nurse to the humble ministrations of the home 
The members of its staff are carefully selected, 
and must submit to a period of three months’ probation. 
They are continuously emploved, and are allotted duties 
upon a basis of special aptitude and _ fitness. The 
national scope and character of the organization, the 


_type and capacity of those who direct its activities, its 


| 
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wide geographical distribution and uniform policy and 
methods, and its very close association with the medical 
profession of Canada make it fitting that this body 
should undertake to solve, in part at least, the problem 
of nursing cost and service. This would involve some 


re-alinement of its policies and principles of manage-_ 


ment, and recognition on the part of the Order and of 
the medical profession of Canada of the possibility of 
securing all necessary nursing services at a minimum 
cost, that might result from the extension of. the activi- 
ties of the Order to meet the requirements of rural and 
urban nursing. 

The fundamental considerations involved in medical 
service are cost and purchasing power. The particular 
difficulty that confronts patients is that sickness or 
accident are unforeseen, unanticipated, and usually un- 
provided for. Consequently, when the scourge of 
illness comes to the home, the patient is seldom pre- 
pared to meet the financial obligations involved. When 
it is realized that the annual incomes of go per cent. of 
the families in the United States (and this doubtless 
applies to Canada) is below $2,000 a year, one can 
understand why the problem of sickness so often assumes 
the proportions of a financial tragedy. 

It has been computed that 30 per cent. of patients are 
attended without charge by the medical profession, while 
a further 20 per cent. are treated at reduced rates. 
Hitherto the practitioner has cheerfully borne his burden, 
but the increasing cost of medical education and the 
greater demands that the practice of medicine makes 
to-day upon his time and energy, is causing restless- 
ness and dissatisfaction that is freely voiced. The tax- 
payer not unnaturally ‘views with complacency the 
operation of a system that relieves him of a _ vast 
financial responsibility, but if is becoming increasingly 
apparent that a re-adjustment of the economic basis upon 
which the members of the medical profession offer their 
services to the public should be effected, under which 
the principles will be exemplified that ‘‘ the labourer is 
worthy of his hire.”’ 

The insistence by Dr. William Gerry Morgan, the 
distinguished President of the American Medical Asso- 
ciation, in a recently delivered address, that the services 
of the profession of medicine to hospitals must be re- 
garded as the contribution of the medical staffs as indi- 
viduals, and that these services cannot become in any 
sense the property of the institution, will arouse a note 
of commendation in the minds of many physicians who, 
I believe, regard with disapproval and concern the in- 
creasing and inordinate demands of hospital director- 
ates and officials for free medical aid. 

While every effort should be made to lower medical 
costs by sound organization, voluntary co-operation 
between physicians, the avoidance of unnecessary ex- 
pensive methods of diagnosis, the provision of moderately 
priced accommodation, the availability of composite 
fees, and the insistence that physicians shall be 
adequately qualified, it seems inevitable that at the rate 
scientific medicine is progressing, the care of the sick 
in the future will cost more than it has done in the past, 
and we cannot expect that the purchasing power of the 
average family will be greatly increased. 

How, then, may the problem be solved of placing com- 
petent medical skill within reach of all our citizens, on 
a basis that will ensure them every care, be just to the 
members of our profession, and satisfy the legitimate 
demands of the nurse and the hospital? In my judg- 
ment, there is only one possible solution—voluntary 
health insurance, instituted, organized and controlled by 
the medical profession, and widely applied. The alter- 
Native is some form of State medicine, which implies 
an admixture of politics, the selection of officials and 
practitioners upon a basis of influence rather than of 
competence, the building up of a bureaucratic institu- 
tion, insensitive to advanced public opinion, and subject 
to influence of an undesirable character. In the words 
of our honoured guest, Lord Dawson of Penn, ‘‘medicine 
must be unfettered; knowledge and the restless spirit 
which prompts its progress need a freedom and 
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flexibility which cannot be found within the ringed fence 
of administrative departments ’’—while Dr. William Mayo 
says: ‘‘ for the State to take over the care of ordin 
illness would introduce civil service mediocrity, more 
drugs, more routine, and less scientific attention to the 
patient.” The field of public health must and shoulg 
be the interest of Government, but private practice 
must remain in the hands of the individual physician jj 
the public is to receive the highest and best type of 
medical care. 

To the medical men of the Dominion, confronted with 
a demand for medical service at a lower cost, the great 
insurance system, established under the British Nationaj 
Health Insurance Act of 1911, has always had a special 
interest, and has been studied with the hope that it might 
afford a working basis upon which to establish a system 
of health insurance in Canada, should such be found 
desirable. While this system may not be free from 
imperfections, its success as a measure applicable to 
16,000,000 people is attested by evidence of unimpeach. 
able authority. 

The recent proposal of the Council of the British 
Medical Association to establish a general medical ser. 
vice for the nation is of such a far-reaching and 
significant cliaracter that it is certain to have profound 
influence upon economic thought in the domain of 
medicine throughout the Empire. It is too early, and jn 
Canada we are too remotely situated and too unfamiliar 
with the needs of British medicine, to attempt even an 
appraisal of its value and applicability to Old Country 
conditions. 

To the student of statistics it is apparent that the 
medical hazards and contingencies to which mankind 
is subject operate with unfailing regularity under the 
law of average, and can best be protected against by 
insurance—thus spreading the cost over a large number 
of people and reducing individual liability to a figure 
the average man can meet. In this connexion may I 
quote the views of Dr. Lee K. Frankel, of the Metro. 
politan Life Insurance Company, an_ outstanding 
authority on life insurance and related problems. He 
says: ‘‘ To-day we know that fire is a hazard, we know 
that accident is a hazard, and we provide against these 
hazards under the modern method of distributing the 
burden of the risk. Fundamentally this is the insur- 
ance principle. Knowing this have we not found the 
way out? Realizing that sickness is a hazard of life, 
can we not apply the same principle to meet its cost as 
we have to the hazard of death, of accident, of fire, and 
to the other contingencies of life? The cost of sick- 
ness must be provided for in advance of sickness, and 
be distributed so that it bears equally upon all.’ The 
conclusion therefore seems inevitable that for the large 
majority of our people health insurance, preferably of 
the voluntary type, affords a sound basis upon which to 
supply medical aid and skill. 

At a period when every effort is being made to bring 
about closer Empire relationships in trade and sentiment, 
one cannot but feel that the harassing restrictions of 
licensure existing in British countries at the present time 
should be modified in favour of a system of intra-Empire 
licensure applicable to British practitioners of adequate 
antecedents, good education, and approved character. 
The situation, however, is one of extreme complexity, and 
hitherto it has not been possible to arrange an understand- 
ing that, so far as the Mother Country and Canada are 
concerned, might bring about a consummation devoutly to 
be wished. The reasons for this failure are partly economic 
and partly legal, but are mainly due to the apparent im 
possibility of devising a formula acceptable to all con- 
cerned. It is to be hoped that means may be found 
whereby conflicting views may be_ reconciled, and an 
understanding arrived at, under which reciprccal rights 
to practise may be granted upon a mutually satisfactory 
basis. 

Abler lips than mine have paid tribute to the debt of 
Canada to British medical schools and teachers, and to 
the system of medical instruction that prevails in the 
Old Country, and constituted the educational foundation 
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upon which the McGill and Toronto Medical Schools 
were established. McGill was organized by Scotsmen, 
and from its inception has followed Edinburgh methods. 
In Toronto and Kingston the traditions of the London 
rather than the Edinburgh school have prevailed. The 
Manitoba Medical College was founded by graduates of 
McGill and Toronto. 


The story of the Manitoba Medical College, which 
was begun in the pioneer period, when Winnipeg was 
still an unruly frontier town, fairly deserves an honour- 
able place in the history of medical education. 
thirteen Winnipeg doctors joined hands, under the leader- 
ship of Dr. James Kerr (an Irishman who had served in 
the Ashanti campaign under Sir Garnet Wolseley, a friend 
of Osler and Shepherd of McGill, and a disciple of Lister), 
and obtained from the Provincial Government a charter for 
the founding of the Manitoba Medical College. The 
opening lecture was given on the evening of November 
15th, 1883, by Dr. Kerr, who had been chosen Dean. 
The first enrolment was of fifteen students, and for its 
first session the College had no settled place of abode, 
with the exception of a dissecting room, established in 
a cottage on the edge of the city. When more accom- 
modation was needed, the members of the Faculty sub- 
scribed the funds required for the provision of a larger 
establishment. The first graduating class, in May, 1886 
numbered six. To-day the total number of graduates is 
close upon twelve hundred, of whom eight hundrea are 
practising in Western Canada. 
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Rockefelier 
now provides undergraduate : 
training equal in all essentials to that given in other 
Canadjan Universities, and with an assured certainty 
of progress in accordance with the advance in modern 
educational methods, and of constantly widening oppor- 
tunities for medical research. 
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University of Manitoba 
medical instruction and 


Foundation, the 


In bringing this address to a close, I renew the 


welcome with which I began—welcome on behalf of the 
medical profession of Canada to all the visitors who 
In 1883 have come to our country to attend this meeting from the 
Old World and from the New. t 
national allegiance among us, but our common allegiance 
to our world-wide brotherhood of the healing art unites 
us. The British Medical Journal in its editorial on that 
great address of Osler’s at the Montreal meeting of the 
British Medical Association in 1897, to which I have re- 
ferred already, said : 


There is diversity of 


‘It is delightful to note in his address such phrases as 
‘we English,’ and even ‘ our National arrogance,’ for we are 
as proud of our William Osler as he is evidently proud of us.” 


That we Canadians are proud of our William Osler 
| goes without saying. 
fact that we shared him with our good neighbours to the 
South. To the 


And we are not least proud of the 


eminent American surgeon, Harvey 


_Cushing, the world owes the monumental, Life of Sir 


But the story of Manitoba Medical College is more | 


than a story of bricks and mortar, of statistics of enrol- 
ments and of graduating classes. From its beginning in 
1883 it was a proprietary institution until 1919, when the 
medical practitioners, who were its proprietors, handed 
over to the University of Manitoba all its property and 


equipment, of which the value was about $250,000, as a | 


gift, ‘‘on condition that the University established a 
Faculty of Medicine, and carry on the work of medical 
education in an efficient manner.”’ 


largement of the teaching staff made possible by the en- 
dowment fund provided for the Medical Faculty by the 


William Osler, a work worthy of the great man whose 
personality and whose devotion to the science and the 
| art of medicine are revealed in its pages. 
and the art of medicine are not circumscribed by any 
| geographical boundaries. 


The science 


They belong to humanity. 
To all our visitors, I] would say again, may you have 


_ pleasant and happy memories of this meeting, and of 
' your sojourn in Canada through these days of fraternity 


and intimacy. 


May those of us here assembled, whose 
allegiance is to the British flag, be better citizens of our 


own countries of the Empire, and may we all; whatever 


With the completion | 
in 1922 of the building programme, and with the en- | 


be our flag, be better soldiers in the warfare to which we 
are dedicated against disease, better servants in the work 
of our noble profession—the task of healing the ills of 
humanity, of alleviating human suffering, and also of 
ameliorating human life. 
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DELIVERED ON THE OCCASION OF THE ANNUAL MEETING OF THE BRITISH MEDICAL ASSOCIATION AT WINNIPEG, AUGUST, 1930. 
BY 


LORD 


MOYNIHAN OF LEEDS, 


President of the Royal College of Surgeons of England. 


LISTER—THE IDEALIST. 
Ideals are not so much for capture as for pursuit. 


I. THE BENEFACTOR. 

Lister, whom we commemorate to-day, is in my 
deliberate judgment the greatest material benefactor of 
mankind the world has ever known. Many years ago I 
said of him that he had saved more lives than all the 
wars of all the ages had thrown away. His nephew and 
biographer, Rickman Godlee [1], a predecessor of mine in 
the Chair of President of the Roval College of Surgeons 


of England, assured me that of the multitude of tributes | 
paid to Lister, this one had made a special appeal to him. 
And when, on his assuring me a second time I expressed | 


not merely delight but surprise, Godlee 
“Lister, you see, was a Quaker.” 

Lister created a new world for surgery. ‘He made it 
possible for us to prevent infection in new wounds, and 
to grapple more successfully than had ever before been 


imagined with wound infections already 


explained, 


by discovering yet more powerful antiseptics, but by the 


enunciation of a new principle, namely, that surgical | 
infection is due to living microbes with their powe. of | 


infinitely rapid propagation in wound effusions and dis- 
charge. Thus briefly stated it does not sound 


established. , 
This he did not so much by inventing new methods, or. 


_to us in these days very revolutionary; yet it is hard to 
imagine, nay I believe it is impossible for any living 


man to conceive, what this work of Lister’s has meant 


_ for all the world, for ever. 


The art of surgery has existed from the very birth of 
time. The oldest human remains show that the craft of 
surgeons had been exercised upon them. The manipv- 
lative skill of surgeons, their courage, rapidity, and 
dexterity, had excited the wonder and admiration of .men 
for centuries. Yet no man ever practised his craft on 
any case, however simple, without terror and dismay, 
without foreboding, too often justified by the terrible 
result. Lister’s gentle hands lifted from men _ the 
heaviest load of suffering and of sorrow they could ever 
have to bear, and opened the gates of mercy and of 
compassion to mankind. 

What was the surgical world into which Lister was 
born? In 1801, John Bell, of Edinburgh, in his Principles 
of Surgery writes thus of hospital gangrene: 

““ When it rages in a great hospital it is like a plague; 
few who are seized with it can escape. There is no hospital, 
however small, airy, or well regulated, where this epidemic 
ulcer is not to be found at times; then no operation dare 
be performed. Every cure stands still. Every wound 
becomes a sore, and every sore is apt to run into gangrene. 


It has been named the Hospital Gangrene; and such were. 
its ravages in the Hotel-Dieu of Paris (that great store-- 
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house of corruption and disease) that the surgeons did not) 
dare to call it by its true name; they called it the rotten-, 
ness, foulness, sloughing of the sore. The word hospital | 
gangrene they durst not pronounce, for it sounded like a 
death-knell; at the hearing of that ominous word the! 
patients gave themselves up for lost. In the Hotel-Dieu this 
gangrene raged without intermission for two hundred years, 
till of late, under the new Government of France, the hospital | 


has been reformed. A young surgeon (Says an ancient French | 
author) who is bred in the Hotel-Dieu, may learn the various 
forms of incisions, operations too, and the manner of 
dressing wounds, but the way of curing wounds he cannot 
learn. Every patient he takes in hand (do what he will) | 
must die of gangrene.” | 
and elsewhere Bell speaks of a hospital as a ‘‘ House of | 
Death.’’ Sir James Simpson, the discoverer of chloro- | 
form, said that the patient on the operation table ran a 
risk greater than that of the soldier on the battlefield of | 
Waterloo. The most eminent French surgeon of his | 
day speaking of the dangers of even the slightest wounds, 
said: ‘‘ A pin prick is a door open to death ’’; and that | 
the performance of an abdominal operation should be | 
‘‘ classed among the methods of the executioner.’’ Lister | 


himse'f said that hospitals were ‘“‘ little short of pest- | 
houses.”’ In the Life of Pasteur by Vallery Radot, we’ 
read : 

‘** During the siege of Paris (1870-1871) Nélaton in despair | 
at the sight of death of almost evezy patient after operation | 
declared that he who should conquer purulent infection | 
would deserve a statue made of gold.” 

Already Lister was at work. 

In surgery when things go wrong, it is not only the 
patient who suffers. One of the greatest of English | 
physicians used to say that no patient ever kept him | 
awake for five minutes. I do not envy that frame of | 
mind. The surgeon who holds the life of a patient in his 
hands cannot but suffer if, contrary to expectation, unto- | 
ward events take place. If in such conditions a surgeon | 
does not worry, I should suppose that he has not made the 
best choice of a profession. For the relatives and friends, | 
too, the mental suffering is often greater than it is even | 
for the patient himself; their ordeal, when one whom | 
they love is bearing the heaviest trial of a lifetime, and | 
they themselves must stand by impotent, may be almost | 
beyond endurance. In that immortal little book, 
Rab and his Friends, the tragedy that oppresses is not 
so much the crudity and the horror of contemporary 
surgery, or the ordeal of the dear old woman Ailie as 
the anguish and impotence of James. 

A century ago, the greatest surgeon in England was 
Astley Cooper. In his Life is told the story of his 
operation on King George IV in the year 1821, for the. 
removal of a wen upon the head. It is almost laugh- 
able now to read of the unwillingness of the King’s | 
surgeons, Everard Home and Cline, to undertake so. 
perilous a task, and to learn how Astley Cooper, when ' 
urged by his colleagues, expressed no little reluctance to | 
take so anxious a responsibility. He speaks of the opera- | 
tion in terms which to us now appear absurd, fearing 
that ‘‘ it might by possibility be followed bv fatal conse- | 
quences.’’ He says, ‘‘ I saw that the operation if it were 
followed by erysipelas would destroy all my happiness 
and blast my reputation... .”’ ‘I felt giddy at the idea 
of my fate hanging upon such an event... .’ ‘I am | 
certain that if anything happened to the king that at any | 
rate I should leave London and live in retirement.’’ 

Such was the world into which Lister came. The | 
change since his day is bevond the reach of tabulation. | 
Statistics, as I said long ago, may prove anything, even 
the truth. But statistics are not here available. For 
Lister’s work is not primarily concerned with lessening | 
the mortality of operations performed before his time: 
those operations were few and largely concerned with | 
matters now regarded as of minor degree. Lister’s con- | 
ception, and that alone, made possible all further adven- | 
tures in medicine, opened for us a safe entry into the 
great cavities of the body, and so laid bare to our 
inspection those pathological conditions which hitherto 
had been studied only upon the post-mortem table. To 
the work made possible by Lister we owe our knowledge 
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Lontrisn 
—!2 
of the ‘‘ pathology of the living ”’; our power to correlate 
symptoms with their co-temporary organic cause. As 
Hippocrates gave us the method of inductive logic, ang 
Galen the deductive method, so Lister created the 
method, though he rarely if ever employed it, of direct 
research—the method by which investigation is carried 
out upon man’s body at the very moment when patholo. 


_ gical changes are causing grave disturbances of health 
The method of analogical research, of inquiry conducted 


upon anima!s to elucidate the separate rtems in the com. 
posite picture which disordered physiology presents in 
man, was not created by Lister, but was made safe by 


/ him; and because safe it was possible very considerably 


to extend it. Analogical research offers a surgical 
career for physiologists, a career which has proved so 


| attractive that the weightier methods of direct research 


have perhaps been not a little disregarded by them, to 
the injury of medicine. The application of Lister's 
principles to medicine as well as to surgery has been 
both laggard and incomplete. The influence of infec. 
tion upon a multitude of diseases which, unhappily 
perhaps, still tarry within the territory of the physician 
is even now not adequately appreciated. To William 
Hunter, who in 1900, in his study of pernicious anemia 


_ first propounded the doctrine of focal infections, we owe 


a debt by no means adequately recognized. 

Lister’s work has therefore many implications. He 
perfected the ancient methods of surgery; he created 
opportunities for the performance of new operations, so 
complex, so intimate, so miraculous, as to be beyond 
the scope of the most adventurous imaginations of fifty 
years ago. He made safe the way for the explorer in 
animal experimentation, and made it possible for us 
to correlate, to annotate, the complex aberrant physio. 
logy of man by inquiry into the normal physiology, or 
the physiology in which purposeful changes had _ been 
invoked in animals. Strongholds of disease, hitherto 
impregnable, surrendered to his irresistible advance. 
Measures of desperation gave place to methods of 
deliberation; anxious and perilous experiment to con- 
fident experience. He offered to the physician an 
elucidation of many diseases the etiology of which had 
hitherto been inexplicable. No man has ever laboured 
so earnestly, and none more profitably, in the service of 
humanity. The imaginative energy inherent in his 
labour is imperishable. Our surgical work to-day is the 
creation of his mind, for as StClair Thomson has most 
aptly quoted : 

** Most can raise the flowers now 
For all have got the seed.”’ 


Il. THE QUAKER. 


Who then was Lister? How did it happen that so 
great opportunities fell into such competent hands? 
Lister was born into the aristocracy of science. His 
father, Joseph Jackson Lister, a successful man of 
business, was known at home and abroad for his applica- 
tion of the science of optics to problems of the com- 
pound microscope. Lister owed to his father more than 
the microscope—invaluable as that gift proved to be. He 
owed him immunity from all financial anxiety—the 
nightmare, if sometimes the blessing in adequate dis- 
guise, of the young surgeon who desires to dedicate 
himself to the service of his art rather than to the 
exigencies of his purse. Lister from the first had no 
minor worldly worries; he was free to choose his own 
course in life, to linger or to hasten where he thought 
best, and to use all opportunities which offered them- 
selves, or which he himself created. It was not only 
material advantage which came from his father. Over 


/and above all these, infinitely greater than them all, 


there came to him as a parental legacy certain ideals of 
conduct and of thought—ideals which are an authentic 
part of, and dominate, a household bred in that stern 


' Quaker faith which holds relentlessly to what it believes 


to be right, and which regards the slightest perversion of 
truth in thought, word, or act as heinous and deadly 
sin. The Quaker is called upon to follow his “ light,” 
a radiance from the central light of the spiritual 
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universe, which Edward Burroughs called the ‘ Light | 
of Christ in the conscience.”’ ‘‘ If a man is to be called | 
upon to follow his . light’ he must be helped to correct | 
his subjective seemings by the gathered objective wisdom 
of the race, as expressed in scientific truth, in historical 
knowledge, in established instructions, and in the sifted 
literature of the world.” [2] 

This reverence for truth, this unquestioning acceptance 
of it wherever found, which Lister learnt in the home 
atmosphere, grew with his growth, and strengthened 
with his strength. He could neither use nor tolerate 
empty or ornate phrases. It was not so much error as 
sin to be slovenly in pursuit of truth; truth must always 
be sought earnestly, without passion, without prejudice ; 
no pains must be spared to make a statement “ trust- 
worthy.’’ In his home he learnt to value and to adopt 
another ideal—unselfish service of his fellow men. As 
we trace Lister’s footsteps to his glorious goal, we are 
at first perhaps inclined to dwell upon material things— 
his natural gifts, his training, his opportunities, his 
genius as experimenter; only later do we see that the 
key to his success lies in knowledge of his ideals—ideals 
brought to medicine from a most austere English home, 
in which rare gifts were dedicated to study of nature and 
to service for others. ‘‘ The Quaker Home,’’ Sir George | 
Newman tells us, “became a calm refuge the | 
storm, a place of tenderness and sympathy where 
diligence, thoroughness, reliability were more or Tess 
habitual. The very furniture came to express plainness 
combined with worth.’’ Of Quakers in the eighteenth and 
nineteenth centuries, Newman writes [3]: 

“The Quakers by reason of their faith were denied 
entrance to many careers open to others. They were often 
driven therefore to find scope for their talents in a study of | 
nature, and it was their scientific study of nature which 
developed their inductive faculty. They had one other 
characteristic; their innate public spirit habituated them to 
public service which was peculiar in being both benevolent 
and disinterested. These two factors greatly contributed to 
the production of a selective type of character expressing | 
itself in scientific work or in social and political life.”’ 
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workmanship, and they all must share the credit of his 
immortal labours. 

EDINBURGH. 

Upon the advice of William Sharpey, Lister left 
London and went north to work with James Syme, 
Professor of Surgery in Edinburgh. There could have 
been no wiser choice. Lister’s diffidence, modesty, 
shrinking timidity of self-assertion were so exaggerated 
as to be almost faulty, and a prejudice to his confidence 
in his own work. James Syme was the very antithesis of 
all this. He was a warm-hearted, upright, fearless, 
outspoken man, who thought that truth was a spark to 
be struck from controversy. His mind was original, his 
temper “ tetchy.”” He was not only ready, but athirst 
for polemics, and he was a gladiator without mercy, 
relentless for the victory of truth, as he saw it. Yet he 
was acclaimed as the greatest surgeon in Europe. His 
relations with Lister became intimate, for after two years 
Lister married his daughter Agnes. We seldom read of 
her in Godlee’s pages, but we learn enough to realize 
the full surrender she made to Lister and all his work, 
and of her endless devotion and so willing sacrifice. 
No one can read of her without emotion. In Agnes 


Syme, Lister found the ideal of whom his heart was in 


search—the inseparable companion, the prudent coun- 
sellor, inspirer, helper, critic, consoler, most exactly 
annulling his native defects. 

Lister, as that most attractive orator StClair Thomson, 
his old House Surgeon, has told us, was by nature 
friendly, with a warm heart kept, as is the English way, 


/under vigilant control, expressing itself in act rather than 


in words. Lister’s words were few indeed, chosen with 
almost timid care, never allowed to strain or overstate 
the exact truth. Romance, or picturesque or appealing 
phrase, all that an artist would call ‘‘colour’’ are not to 
be found in Lister. The group of great Scotsmen whom 
Lister joined during this first Edinburgh period were very 
different. Has there ever been so fine a group of men in 
Edinburgh? Among them came first and foremost James 
Syme. ‘There were also Allan Thomson who enticed and 


welcomed Lister to Glasgow; Matthews Duncan, after- 


Ill. THE SURGEON. 
London—Scotland—London. 

Lister’s ambition was to work in London. London, | 
through all his wandering, was his goal. Fate does not | 
often lead a man direct to his destiny, but drives him | 
along devious paths, confronts him with frivolous | 
obstructions, assails him with petty or malignant hostili- | 
ties, seems eager to discourage him, but brings him, if 
proved worthy, to his allotted place at last. Lister was | 
no exception. He was checked and baffled and rebuffed, | 
and made to follow a long and tortuous route before | 
London finally received him, with no enthusiasm, with | 
tolerant scepticism, or even with open derision and dis- | 
belief. He left London when he was 27, and returned | 
when he was 4o. 

Lister’s career in Scotland was a probationary period | 
of twenty-two years. He went to satisfy an ideal, to train 
himself by contact with other surgeons, and by experience 
gained in other hospitals. Let me quote what his 
nephew says: 

“Lister was filled with anxiety at the thought of finding | 
himself in the false position of a young consulting surgeon | 
who might have no personal acquaintance with the obscure | 
diseases, and only an imperfect knowledge of the more | 
common cases which would be brought before him. He was | 
still more apprehensive of the mischief which his want of | 
experience might cause his patients, and, in a less degree, | 
of the effect which mistakes might have on his chance of 
success.’’ 

Lister was thrice, four times happy in his training. 
The impressive influences came from Sharpey, a great | 
physiologist, who most unhappily in the development of 
his own science had driven a wedge, not yet removed, 
between descriptive anatomy and functional anatomy; 
from Wharton Jones, slovenly and ill-kempt, despised | 
yet fired with a zeal for knowledge, eager in his quest for | 
truth; and in Scotland from Syme, and one other. 
Lister’s mind and character were good material for their | 


wards of St. Bartholomew’s; Thomas Keith, of whom 


| Lister wrote, ‘‘ he has the earnest loving spirit of the real 


surgeon.’’ Dr. John Brown, Lister’s friend, the prophet of 


| this set of Scots, who embalmed in his immortal booklet, 


Rab and His Friends, both the spirit of service which 
dominated these men, and the bitter tragedy of surgery 
in their time. All of them were men of great natural 


ability and originality, confident in opinion and judg- 


ment—everyone a master. All had the power to inspire 
friendship and enthusiasm, everywhere the ‘ personal 
touch ’’ was felt. Lister, too, felt it, and it evoked a 
quick natural response in his own heart. It strengthened 
his “inner light,’’ but he wisely and characteristically 
maintained those outward signs of demure unostentation 


which had come to him as a birthright and had been 


strengthened by precept and practice. His patients—it 


did not matter whether rich or poor—were his personal 
_responsibilitvy—they were men and brothers; his students 
became his friends, and he found, to his surprise, that 


he could inspire enthusiasm, as well as faith and trust. 
Lister’s visit to Edinburgh, in pursuit of his ideal, 
was well worth while. Like many others, he made a 
hero of James Syme. The daily intimacies, the dis- 
cussions, the contemplation of a great spirit at work, all 
helped to build up both mind and method, to strengthen 
his purpose. His task was: 
6 . to watch the master work and catch 


“Hints of the proper craft, tricks of the tool’s true play.” 
hoping that he would be privileged ‘‘ to act to-morrow 


what he Jearnt to-day.” 

His devotion to duty, his most lovable modesty, attracted 
everyone who knew him or worked with him. But in 
Edinburgh his opportunities for acquiring the technical 
skill required by his craft were not adequate to his desires; 
and he did not venture to teach operative surgery until 


_he had visited Paris and increased his manipulative skill 


by practice on dead bodies. He refused to teach his small 
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class (1 wonder if any of them realized their privilege) 


the rudiments of surgical pathology until he himself had 
studied the phenomena of inflammation as seen by the 
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Even in his earliest days he had taken part in the Most 
embittered controversies, from the time of his quarre] 
with Liston who had befriended him. He quarrelled with 


microscope in the web of a frog’s foot. He sought for Fergusson, Argyll Robertson, Lizars, and was a pro. 
personal conviction of the truth of his teaching. ‘‘ Don’t tagonist in the warfare between Pluggites and Anti 


think, try the experiment,’’ said John ‘Hunter to Jenner. 
‘‘ Don’t teach, learn,’’ said Lister to himself. As all the 
world knows, in so learning and preparing himself he 
opened up new realms of knowledge and awakened in 
himself a restless and insatiable enthusiasm for further 
inquiries. Writing to his brother in 1855, just after he 
had given his first lecture at No. 4, High School Yard, 
Edinburgh, he declares, ‘‘I feel I have undertaken a 
most responsible duty; how much may depend on the 
principles of practice which I impart to these young 
men. May I be enabled to discharge the duty faithfully.”’ 
He had only been a few months in Edinburgh when we 
find him exclaiming, ‘‘ My only wonder is that persons 
who really love Surgery for its own sake are so rare,”’ 
and in 1857 we find the old Quaker spirit of repression 
still at work when he confides to his mother ‘ that a 
mode of life so much in accordance with my tasks as 
mine now is, must be too pleasant to be proper to me.”’ 

Nor must I forget to add here a passage which reveals 
Lister’s innate modesty. Writing to his father in 1854, 
when he had resolved to try his fortunes in Edinburgh, he 
states : 


“IT must not expect to be a Liston or a Syme, still I shall 
get on. Certain it is, I love Surgery more and more, and 
this is one great point; and I believe my judgment 1s 
pretty sound, which is another important point. Also 1 


Pluggites. When Lister joined him, Syme still had man 
opponents who required ‘“‘ slaying,’’ and so earnest Was 
Lister’s belief in the justice of Syme’s contentions that 
he entered the lists on behalf of his hero, and was 
entrusted with the lethal dispatch of a very worthy man 
William Adams of London, one who had done much to 
improve the art of orthopedic surgery. I am SOITY to 
relate that Lister here descended to personalities, his sole 
lapse in this respect. For this his father intervened 
with : 

“I suppose he has given occasion for something of per. 
sonality—that I think I observe in thy tone and which ip 
public discussion it is in general desirable to avoid—but 
I shall be glad if the matter drops without further rejoinder 
and reply. Is there not danger in assailing a class, as | 
think thou dost, by implication at least, thou mayest he 
making thyself enemies of strangers, beside consuming thy 
much occupied time.”’ 


Lister took the hint, forthwith abandoned acrimonioys 
personal controversy and never embarked again upon the 
boundless and turbulent seas of polemical vexation. ]t 
is certainly the case that later, on the eve of leaving 
Glasgow, he contended with the Managers of the Royal 
Infirmary, and that on the eve of leaving Edinburgh for 
good, he made statements which disturbed surgeons jn 
London, distinguished for their apathy towards him and 


trust I am honest, and a lover of truth, which is perhaps their incredulity of his work. In both these cases, 

as important as anything. As to brilliant talent, I know I however, there was no slightest personal venom; it was 

do not possess it; but I must try to make up as far as 1 his opponents who confused cause with personality. Ever 

can by perseverance. after that early and very startling lapse he set down what 

Herein Lister does himself injustice, for this Edinburgh he believed to be the facts and with infinite and unruffled 
phase showed that he had a capacity for ‘“‘ taking pains ’’ patience left the truth to speak for itself. This attitude 
(which is not genius but its opposite, yet its ally) beyond of mind, this realization of a great ideal, he shares with 
any man who ever played a part in shaping the destinies two other great Englishmen—William Harvey and Charles 
of surgery. Darwin. Having produced their evidence and stated their 
inference, having encountered doubt, denial, derision, 
with serene confidence, they left the final verdict to the 
judgment of posterity. 


Though always possessed of the gravity of his task, 
and grimly in earnest about it, he had with rectitude of 
mind, and discipline of conduct, a fund of humour. He 
could not give way to the bursts of laughter which so - 
often shook the bodies of his Scottish companions in GLASGOW. 

Edinburgh, but there was a twinkle always in his eve, The Glasgow phase of Lister’s life lasted from his 33rd 
a smile hung at the corners of his mouth, and under the to his 42nd year—from 1860 to 1869, when he returned to 
surface there was always a ripple of silent joy. We see Edinburgh for a second probationary period. In the early 
all these in that portrait which hangs in the Roval College years at Glasgow his energies, his experiments, and his 
of Surgeons : | observations were directed to throw light on the nature of 
suppuration and the cause of putrefaction. The Glasgow 
‘Infirmary was perhaps one of the unhealthiest in the 

Kingdom. Though wards were already overcrowded, the 
managers were anxious to place additional beds in them.* 
‘ Wound infections of the gravest type were regarded as 
almost inevitable and the conditions made Lister “ sick 
at heart.’”’ But a change was imminent. 

One of the great romances of surgery is concerned 
with the almost casual manner in which during a walk 
Dr. Thomas Anderson, Professor of Chemistry at Glasgow, 
mentioned to Lister the researches of Pasteur which dealt 
with questions of fermentation and putrefaction. The 
papers written by Pasteur were not only new in state- 
/ ment, but new-fangled. They were unconventional; and 
convention, the daughter of attainment but the mother of 
scepticism and decadence, is often inspired by a zeal for 
denial. Her motto should be ‘ Ich bin der Geist der stets 
or | verneint.’? As seems inevitable, therefore, these articles 

““ I am by disposition very averse to quarrelling and con- had been generally received with scepticism, ridicule, or 

— with others, in fact, I doubt if I could do it, though, indifference. To Lister, however, they made an instant 

ave never tried much. appeal, for he seemed to realize in a moment their strict 

Such a bland uncontentious attitude of mind was un- ' relevance to the problem of infection in wounds. His search 
thinkable to James Syme. His ideas were clear cut, his for an ideal or perfect method of treating wounds—a 
teaching dogmatic, and his opinions part of his per- 
sonality. Criticism or opposition he regarded as insults 
aimed at himself, as injuries to truth, and accordingly 
the proper defence was to malign or belittle the opposition. © 
And he used unsparingly the most trenchant of weapons. 


‘“His brow spreads large and placid and his eye 
Is deep and bright, with steady looks that still 
Soft lines of tranquil thought his face fulfill 
His face at once benign and proud and shy.’’ 


And the ‘‘ wise rare smile, sweet with certainties.’ 

He was as happy as a school-boy when his wife and 
he set out on their not infrequent holidays. It was only 
when matters of right thinking and right doing were in 
question that he could not bear to trifle. He held so con- 
sistently and steadfastly to his own ideals all through 
his long life—he reached the age of 85—that a lapse | 
which happened just after he came under the dominating 
influence of James Syme, gives us a moment of almost 
comic relief. Lister had no doubt as to his own nature: 
it was peace-loving. In a letter to his father, written | 
just after his arrival in Edinburgh, he submits himself 
to an analysis in which this passage occurs: 


* They were worthy ancestors of the recent managers who 
to their eternal discredit have destroyed the wards in which 
Lister worked. We raise our monuments to the great coD- 
querors in war, but the battleground of the victor over 
suffering and death itself has been ruthlessly laid waste. 
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method which would exclude or destroy the ‘‘ all-pervading 
yibrios’’ which he was convinced were the cause of 
“ putrefaction ’’ began forthwith. From the very first, 
«“ micro-organisms ’’ were as real to him as though he 
could see them; they were everywhere, in the air, on 
every single thing, engaged in every operation. The 
surgeon who was to conquer or control them must con- 
sider everything as hostile, and in his attack on them 
might not relax his vigilance for an instant. The world 
knows now how he laboured without ceasing to attain 
his ideals. There was constant, unsatisfied, yet undis- 
mayed search for the ideal antiseptic, for the ideal 
ligature, for the ideal dressing, for an ideal system of 
preventing infection, as corollaries to a great ‘principle. 
He was busy in his wards and class-room all day, and 
engaged on experiments and tests of ‘‘ trustworthiness ”’ 
in his smail laboratory at home every evening. His 
search for perfection in all these details continued to the 
very end of his professional career; he never reached his 
ideal in any of them. Ideals are not so much for capture 
as for pursuit. At first, influenced by Pasteur’s observa- 
tions, he regarded the air as the greatest source of 
danger; slowly and reluctantly he convinced himself that 
the surgeon’s fingers and instruments were more to be 
feared than the air. His opinions and his methods 
changed for the very reason that his ideals were unalter- 
able. The question has often been raised, not always 
without unworthy motives, as to Lister’s real contri- 
bution to the later development of what is known as 
“Aseptic Surgery.’”? I do not recognize ‘‘ Aseptic 
Surgery ’’ apart from ‘‘ Antiseptic Surgery,’’ for in no 
operation I have ever performed have antiseptics been 
absent. We do not allow them to touch wound surfaces 
if this contact can be avoided; but we never fail to use 
them for the preparation of the skin, or ligatures, or 
other material employed during operation. Lister every- 
where distinguishes between the ‘ prophylactic ’’ and the 
“therapeutic ’’ use of antiseptics. He writes: ‘‘ The 
original idea of the antiseptic system was the exclusion 
of all microbes from wounds,’’ and again, ‘‘ during the 
operation to avoid the introduction into the wounds of 
material capable of inducing septic changes in it, and 
secondly, to dress the wound in such manner as to pre- 
vent the subsequent entrance of septic mischief.’?’ Again— 
“In wounds already septic attempts are made with more 
or less success to restore the aseptic state,’’ and finally, 
“In speaking of the antiseptic system of treatment I 
refer to the systematic employment of some antiseptic 
substance so as entirely to prevent the occurrence of 
putrefaction in the part concerned, as distinguished from 
the mere use of such an agent as a dressing.’’ Lister was 
the parent of both methods, if any distinction is to be 
drawn between them. 


I;DINBURGH AGAIN. 


In 1869, the long deferred return journey to London 
began at last. James Syme resigned the Chair of Clinical 
Surgery in Edinburgh, and Lister was appointed to suc- 


ceed him. A letter addressed to him by the students of | 


Edinburgh shows us that Lister’s true stature had not 
yet been measured and that his outstanding genius had 
not yet been recognized. ‘‘ We believe,’’ they told him, 


“that your researches in various departments of sciencé | 


and your contributions to its literature, have caused your 
name to stand next to that of Mr. Syme amongst the 
living surgeons of Scotland.’? I have no doubt Lister 
treasured the letter, perhaps regarded the compliment as 
unduly favourable. Syme was his hero among living 
surgeons, John Hunter of the great dead. 
very different verdict that the students of Edinburgh gave 
when, in 1876, the second term of service in that city 
was over. All men were then devoted to him; in their 
eyes he was a triumphant success both as surgeon and 
as teacher. Many of them indeed had recognized the 


advent, and had followed with boundless admiration the 
career of one whom even then they regarded as immortal, 
and whom they revered for sterling personal qualities. 
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On his arrival in Edinburgh, he devoted his spare 
hours to a new field of inquiry. Before leaving Glasgow 
he had repeated Pasteur’s more critical experiments, 
realizing that if a surgeon was to equip himself to fight 
his natural enemies—the omnipresent microbes—he must 
learn to know them, the details of their life and habit. 

In Edinburgh he began what would now be known as 
bacteriological research; an improvised room was his 
laboratory. With extraordinary ingenuity he devised 
both apparatus and technique; he submitted his cultures 
to critical experiments. In 1874 he ventured to publish 
some results of his inquiries; he sent a copy of his paper 
to Pasteur with a modest and gracious covering letter— 
the first approach he made to his great contemporary. 
Pasteur replied, perceiving at once how Lister had been 
misled in the interpretation of the results of certain of 
his experiments; he also recognized, as no one had done 
before, that his new correspondent was a man _ who 
possessed the highest kind of scientific genius. Let me 
quote from Pasteur’s letter : 


‘*T confess to my shame that I was, and am still, very 
little acquainted with your work, although for a long time 
keenly desirous to know about it. Your pamphlet and the 
analysis of it, which my friend has made for me, add to 
my impatience and my regret. I am extremely surprised 
at the precision of your manipulation, and at your perfect 
comprehension of the experimental method, and it is an 
enigma to me that you can devote yourself to researches 
which demand so much care, time, and incessant painstaking 
at the same time as you devote. yourself to the profession 
of surgery, and to that of chief surgeon to a great hospital. 
I do not think that another instance of such prodigy could 
be found amongst us here.”’ 


Pasteur, probably the greatest experimentalist the 
world has ever seen, put his finger unerringly on the 
source of Lister’s genius; it was his mastery of the 
experimental method. Pasteur, of course, did not know 
that Lister had been applying such methods to the elucida- 
tion of the deepest problems in physiology and pathology 
for twenty years. The gift of devising crucial experi- 
ments is surely among the greatest and rarest given to 
mortal man; happily it is not, seldom combined with an 
equally important power, that of drawing just deductions. 
Great discoveries do not come, have indeed I think never 
come, by the way of serendipity; they are the fruits of 
patient, accurate, offen protracted, labour. They may not 
be found in the direct path of inquiry which is being 
followed, but in diverticula from it. Yet they are found. 

It was in the latter part of the second Edinburgh 
period that another aspect of Lister’s nature developed ; 
he became a man with a mission, filled with zeal. The 
zealot is always inspiring and sometimes amusing. In 
1875, the British Medical Association met in Edinburgh. 
Burdon Sanderson presided in the section of Physiology. 
Seven papers were down for reading, the first by Pro- 
fessor Lister, who was to demonstrate the results of his 
inquiries into fermentation. He. occupied the whole 
morning, and the remaining six papers were taken as 
read. When the same Association met at Plymouth in 
1871, he was invited to give the address in Surgery. He 
began at 11 o’clock, and at 12.55 the President of the 
Association passed him a reminder that he was breaking 
the rule which confined the address on Surgery to the 
space of one hour. At the International Medical Congress 
at Philadelphia he occupied in all three and a half hours 
in discoursing upon the Antiseptic method. Lister had 
become almost a bore! He had always been highly sensi- 
tive, most considerate of the right of others and of all 
the courtesies of life. What then was the nature of the 
change which had come over him? It was the fever 
which comes over great men when they become eager for 
the fulfilment of an ideal—the ideal of Service. He was 
convinced he had found a pearl of great price, one in 
which his fellow surgeons must be made to believe and to 
value aright for the good of humanity. And the world 
held back; taught by experience, it suspected that what 
Lister had found was only a pebble which in the ecstasy 
of enthusiasm he had mistaken for a pearl. They thought 


| of him as men had thought of Pascal, that he was merely 
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a ‘“‘ramasseur de coquilles ’’—a collector of shells. Yet 
within those shells, what pearls were found ! 


LONDON AT LAST. 

The last stage of Lister’s career as an active surgeon, 
the second London period lasting from 1876 to i892, 
carried him from his 49th to his 65th year, when, as 
his nephew has written, ‘‘ the melancholy hour struck 
for his retirement from King’s College Hospital.’’ In no 
previous phase of his career was the strength of his 
idealism so tested. No other phases required so con- 
summate a courage. 

Of Lister’s reception in London, of his life there, of 
his failures and final triumph, I need say little. The story 
nas been told by his old house-surgeon, Sir StClair 
Thomson, in addresses in which intimate personal know- 
ledge, great sincerity and good humour find literary 


expression. These addresses will be read with interest | 


and delight as long as the name of Lister endures. 

It was not until 1881, during this final London period, 
that Lister realized a most fundamental and significant 
truth, namely, that surgeons had a most powerful ally 
against their foes in the living tissues of the body. It 
was his own original studies that convinced him of this 
inherent power of strong defence. In 1883, he therefore 
at once appreciated the significance of Metchnikoff’s dis- 
coveries, just as in 1865 he had quickly and confidently 
realized the bearing of Pasteur’s discoveries on the 
practice of surgery. Lister, like other great minds, had 
a remarkable power of grasping the relevance of dis- 
coveries made by others; he realized almost intuitively 
their bearing on matters of theory and practice. He was 
both an expert midwife to parturient ideas and their 
prolific parent. Some of his earlier critics denied his 
originality, and gave all credit to Pasteur. This was 
prejudice run riot. The clue, the inspiration, the im- 
pulse, came from a knowledge of Pasteur’s work; but it 
was Lister alone who had the power to see its significance 
in relation to surgery. And then the work did not end, it 
began. The acorn is not the oak. It is not plagiarism to 
use another’s work in a new fashion. “If I light my 
candle from another that does not affect my property in 
the wick and tallow,’’ said Dean Swift. The arresting 
relevancy of apt quotation may have all the naked form 
of novelty. Yet novelty is often error for those who are 
unprepared for it, from the refraction with which it 
enters into their conceptions. And after all was not the 
yreatest original and creative mind also the most assimi- 
lative? Is not Love’s Labour’s Lost the only play of 
Shakespeare with an unborrowed plot? 

It was a grief to Lister, a disappointment and wholly 
inexplicable, that his colleagues, particularly his senior 
colleagues, could not perceive that he was applying a 
“new Principle’’ to the treatment of wounds. As far 
as they could see he was simply applying a new dressing. 
They, whose minds were subdued by the inertia of old 
preoccupations, were shocked to find that Lister, having 
discovered a satisfactory dressing, was not content to 
abide by it. He was forever altering the details of his 
technique. Even Paget himself, a sober and most cul- 
tured mind, with ‘unrivalled power of felicitous and 
musical expression, regarded the antiseptic system as 
merely a method of wound dressing, and many critics 
found it hard to understand the quick succession of 
attempts which Lister never seemed tired of making to 
reach his ideal method of treating wounds. They indeed 
were content with the ancient methods. A rather con- 
temptuous and patronising tolerance is to be observed in 
the literature of his time, even in his later vears. In 
1877 the Lancet wrote :—‘‘ In many quarters Mr. Lister 
has acquired the reputation of a thoughtful, painstaking 
surgeon, and has done some service to practical surgery 
bv insisting on the importance of cleanliness in the treat- 
ment of wounds although this has been done by the 
glorification of an idea which is neither origfnal nor 
universally accepted.’? I beg you to note those delicious 
phrases, ‘‘ In many quarters’”’ and ‘‘ some service.’’ In- 
tel'ectual myopia, hypermetropia, astigmatism, are here 
concurrent phenomena. One of the older Leeds surgeons, 
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Tom Nunneley, to the anger of his junior colleague 
asserted that, tried side by side, the new methods “se 
not proved better than the old. Such men, said Bacon 
‘“‘ find ease to be of the negative side, for when pro. 
positions are denied there is an end of them.” : 

Then in 1893—the year following his retirement from 
practice—came the disaster of his life. Lady Lister and 
he went to Rapallo, in the Italian Riviera, for their usya] 
spring holiday; Lady Lister caught pneumonia, and jp 
four fatal days Lister was left to face the world alone 
Once only, so far as I am aware, did Lister refer publicly 
to his loss. It was when he received the freedom of 
Edinburgh in 1898. He spoke of her as a “ gift | cannot 
name, but which was to me a source of unspeakable 
blessing.’’ The light went out of his life; there were no 
more experiments; he had no longer any heart for them 
His own end came, as you know, 19 years later. He died 
at Walmer, Kent, February roth, 1912. He carried here 
with him papers and notes relating to a series of investiga. 
tions which he had made on the processes concerned in 
suppuration. This paper was to include unpublished 
observations he had made while House Surgeon at 
University College in 1851, others gathered during his 
first period in Edinburgh, but most of them carried out in 
his earlier years in Glasgow before the ‘‘ antiseptic rush ” 
began. Something lies hidden in these researches which 
Lister thought important for the advance of medicine. 
The paper was never written—hand, head and heart failed 
him. Where in medical history shall we find a parallel 
instance of devotion to our profession ? 


IV. THE MAN. 


Lister conferred gifts of inestimable value on mankind; 
all medical men, without exception, acknowledge their 
indebtedness to him. The prevailing opinion is that 
Lister was able to do what he did because of his supreme 
intellectual gifts. You will not accuse me of under. 
estimating those gifts; I have tried to place them in a 
truer light than before. What is, nevertheless, so often 
overlooked is his possession of those qualities to which J 
have now been calling your attention; his great heart, 
his matchless humanity, his unquenchable faith, his flaw- 
less intellectual integrity in pursuit of knowledge. 
Without his moral sublimity, without the ‘‘ soul-making,” 
as Keats called it, Lister could never have changed the 
face of surgery. His idealism, his enthusiasm, his ardour, 
his earnestness, and his courage were as essential as his 
experimental genius. Lister himself recognized this. 
When receiving the Copley Medal of the Royal 
Society in 1902, he said he had often thought that if he 
did deserve credit, ‘‘ it was at the time when, perfectly 
convinced of the truth of the principle on which he acted, 
and persuaded alone of the enormous importance to man- 
kind of being able to carry out that principle in practice, 
he worked for years with exceedingly little encourage- 
ment from his professional brethren.’’ That inward light, 
the ‘ light of Christ in the conscience,’’ which shone so 
steadily in Lister is a beacon which will continue to shine 
on through the ages, giving heart to great men who battle 
with prejudice, that emotional reaction of ignorance to 
truth, which is the real obstacle to every advance. 

Of Lister, above all men, it may be sung: 


‘““ When the ear heard him, then it blessed him; and 
when the eye saw him, it gave witness to him. He delivered 
the suffering that cried; the dving that had none to help 
them: kindness, meekness and comfort were in his tongue. 
If there was any virtue, and if there was any praise, he 
thought on these things. He is buried in peace, but his 
name liveth evermore.’’ 
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THE PRIMARY TUMOUR IN BREAST CARCINOMA [2s 6 618 


A CLINICAL ADDRESS 


ON 


THE PRIMARY TUMOUR IN BREAST CARCINOMA. 


GIVEN AT THE ANNUAL MEETING OF THE BRITISH MEDICAL ASSOCIATION, WINNIPEG, AUGUST, 1930. 
BY 


SIR LENTHAL CHEATLE, K.C.B,, F.R.C.S., 
Surgeon to King’s College Hospital, London. 


Definition of an Epithelial Tumour. 
The process of epithelial tumour becomes morphologic- 
ally obvious when one epithelial cell has divided into tw 
cells, provided the daughter cell is not a desquamated 


dead cell, but one capable of maintaining its existence | 


and of dividing. Hence the early state of a tumour is 
not one that can be discovered by palpation. This pro- 


cess occurring in the breast involves only its ducts and | 


acini, and in the case of carcinoma constitutes the primary | ; 
| pregnancy and lactation the nipple is enlarged by the 


tumour. The structure, nature, and characteristics of 


this primary tumour should form the basis of any attempt | 


to grade carcinoma of the breast in classes of malignancy. 

It is common to describe collectively the carcinomata 
that can be felt in the breast as ‘‘ the primary tumour ”’; 
all epithelial cells that have reached lymphatic glands 
and tissues elsewhere are generally called 
deposits.”’ 


** secondary | 
In describing primary tumours in carcinoma | 


In the rest of the breast, carcinoma may occur either in 
a duct only or in the terminal ducts and acini. I have 
seen many early carcinomata arising in terminal ducts 
and acini, but I have never yet detected a primary growth 
situated only in acini. The terminal ducts into which 
they lead have always, without exception, shared in the 
production of the primary tumour. I must say here, that 
even in the nipple this type of carcinoma can occur, 
although usually there are no acini in the nipple. During 


formation of new acini to an enormous extent. Although 
these acini usually vanish after lactation, some of them 


/may remain and, in some instances, share in giving rise 


of the breast, it is essential to realize that all epithelial | 


cells become secondary deposits directly they trespass into 
tissues where they have no normal right to be. Hence 
the tumour that is usually described in the breast as the 
primary tumour truly consists of two parts: (1) the 
primary tumour in the ducts and acini; (2) 
deposits in the connective tissue of the breast. 


to a terminal duct and acinous primary growth. I have 
two examples. 
Extent of the Primary Growth. 
The area affected admits of wide variations. In duct- 


primary-tumours the actual area occupied by the epithelial 
neoplasia is usually limited to one part where it may 


'reach clinically recognizable proportions before marked 


secondary | 


This lecture is to be devoted entirely to describing the | 


nature, varieties, and extent, of primary carcinomatous 
tumours of the breast. 
grade breast carcinoma. The task seems to me to be im- 
practicable for the following reasons. First, if the 
disease is at all advanced, it is often impossible to detect 
the site of the primary growth. It becomes lost in the 
chaos of growth and secondary cellular invasion. In this 
instance the grading would of necessity be based on the 
morphological appearances of the secondary deposits. 
This basis is too full of error to be of practical use. The 
malignancy of a secondary deposit often depends upon 
the environment in which it is deposited. For example, 
I have known secondary deposits in the liver grow 
furiously, while those in the supraclavicular fossa have 
remained completely latent. Secondly, probably the 
commonest site of primary tumour is the terminal ducts 
and acini. 
ducts may be different to that in the corresponding acini. 
It is almost impossible—even in the earliest examples of 
breast carcinoma—to detect the actual site of invasion, 
which might be in the duct or in the acini or in both 
structures. Once cells have invaded they lose their 
shape; a columnar cell may assume any shape. Dr. Max 
Cutler and I have come to the conclusion that a practical 
attempt to grade the malignancy from the morphological 
appearance of a primary tumour of a breast carcinoma 
can be made only when the neoplasia in the ducts and 
acini is of the same characteristic structure—or rather 
want of structure—and is highly anaplastic. 


The Sites of Origin. 

The nipple is covered by mucous membrane opening 
on to the surface of which are about ten to fifteen duct 
orifices and the ducts of sebaceous glands. The number 
of sebaceous glands is extremely variable in different 
nipples. The mucous membrane of the nipple may be 
the site of a congenital mole. Carcinoma can occur in the 
Structures I have named. It is seldom that carcinoma 
arises in moles and _ sebaceous glands. I have one 
specimen in which it can be seen arising from the 
sebaceous glands. There is also Paget’s disease of the 
oe I will describe the importance of this disease 
ater. 


I do not intend to attempt to. 


Its characteristic structure in the terminal 


' surrounds each unit. 


epithelial cellular invasion occurs. Sometimes when this 
state of things is occurring in the main branch, two or 
more papillomatous new growths of malignant appear- 
ance may be present in some of the peripheral branches 
of the same duct. These additional tumours do not 
always show signs of epithelial cellular invasion. The 
presence of the carcinoma in the main duct appears to be 
inhibiting the process of invasion elsewhere. The same 
appearances are seen in the papillomatous adenomata of 
the colon, as pointed out by Dr. Cuthbert Dukes. 
Multiple papillomata in the ducts of the breast and in 
the colon behave therefore very much in the same way, 
suggesting that the processes are similar in type. 

In the internal ducts and acini there are marked varia- 
tions in the extent of the epithelial surface occupied by 
the epithelial neoplasia of the primary growth. For 
example, in the small localized lumps of carcinoma that 
can be felt in the margin of breasts of healthy people, 
the surface epithelium occupied by the epithelial neoplasia 
of the primary tumour is limited to two or more terminal 
ducts and their acini. In other instances, a number cf 
terminal ducts and their acini are affected, and carcinoma 
In rare examples, the main part of 
one duct, all its branches and acini are full and distended 
by the primary epithelial neoplasia. In other and stil! 
rarer examples, two neighbouring ducts and all their 


_ branches and acini are distended by the primary epithelial 


neoplasia occurring in them. In these rare instances, the 
chief proportion of the palpable lump may be composed 
of the primary tumour formation within the ducts~and 
acini. When I come to speak of the regression of primary 
tumours, I shall allude to primary epithelial neoplasia 
that has occurred in nearly all the termina] ducts and 
acini of the breast. These structures are filled by 
epithelial neoplasia and are not in a state of desquamation. 

The variety of types of structure of the primary tumour 
in ducts and acini may be astonishing, and _ different 
varieties may exist in the same lesion. Some of the 
growth in the ducts may be papillomatous, and some may 
contain epithelial neoplasia without any connective tissue 
elements, the epithelial cells having usually lost all 
columnar shape being round or feathery. In some parts 
only of an extensive primary epithelial neoplasia the 
epithelial cells may be highly anaplastic in character. 
This fact would explain the regression of only parts of 
a breast carcinoma upon external radiation. In examples 
of this kind, the anaplastic portions of the neoplasia 
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regress upon a given dose of external radiation which has _ 


little or no effect upon parts which are less anaplastic. 


Variation of Structure. 


In the Ducts.—Papillomatous formations are common, | 


but the epithelial neoplasia is not always papillomatous, 


nective tissue element. 

In the Terminal Ducts and Acini.—The primary tumour 
in this situation may consist of papillomatous formation 
in the duct and non-papillomatous epithelial neoplasia in 
the acini; or there may be no papillomatous formation in 
the ducts, and they, together with the acini, may be filled 
and distended by an epithelial neoplasia that contains no 
element of connective tissue whatever. 


Nature of Primary Tumour. 


The morphological appearances of the cells in the 
primary tumour, wherever it may be, depends upon their 


biological states. Some parts may appear morphologic- . ’ ; 
| the desquamative stage may pass into one of epithelial 


ally highly anaplastic, other parts less so. As I said 
before this fact again may explain partial regression of 
breast tumour upon external radiation. When highly 
malignant they lose their shapes, and become round or 
hexagonal. All polarity and arrangement is lost. Ir- 
regular and regular mitoses can be seen. For this 
reason it is impossible to disallow the origin of neoplastic 
cells from duct epithelium only because they have lost 
their columnar shape. 


Degeneration of Primary Tumour. 

Occasionally the type that is generalized in the primary 
tumour may show signs of regression over the whole 
tract of its distribution. “ On the other hand, I have a 
specimen in which regression of this generalized type 
has occurred everywhere except at one place. The epi- 
thelial cells in this part of the primary tumour are 
vigorous, and have invaded outside tissues and a 
lymphatic gland in the axilla. The carcinomatous area 
derived from a primary tumour under these conditions 
may be easily missed, unless whole microscopic sections 


of the gland have been cut and carefully examined. | 
Smaller tracts of primary tumour formation may exhibit 


the same degrees of regression and vitality respectively. 
In all instances, the epithelial cells show no particular 
form of degeneration, but seem to be losing their vitality. 

In some instances, the epithelial cells of the primary 
tumour undergo the peculiar gelatinous, mucoid, or 
colloid degeneration that attacks carcinoma cells chiefly. 
This, fact was recently pointed out by Dr. Max Cutler 
and myself. 


RELATION OF CARCINOMA TO OTHER EPITHELIAL CHANGES. 


Can carcinoma be definitely traced to other morpho- 
logical and pathological changes in the epithelium of the 
affected mamma? Under this heading I will discuss 
three states: ‘‘ mazoplasia,’’ Schimmelbusch’s disease, 
and Paget’s disease of the nipple. 


Relation of Primary Tumour to ‘ Mazoplasia.”’ 

‘* Mazoplasia’’ is a term IJ have given to the condition 
in which nearly all terminal ducts and acini are sur- 
rounded respectively by a hyperplasia of the pericanali- 
cular and periacinous connective tissue among which 
lymphocytes or macrophages may be seen. New acini 
may also be present. The epithelium in these structures 
may be in a state of desquamative epithelial hyperplasia, 
resulting in the throwing off of small, withered cells which 
may distend the ducts and acini. This condition is seen 
in male and female breasts at birth, and in females at 
puberty and during pregnancy and lactation. When this 
condition alone is present at other times than those | 
have mentioned, I take it to be an indication that the 
breast is more active than it should be instead of being 
completely at rest. The condition is almost a physiological 
one, and is so commonly and universally present, especi- 
ally in married women who have borne children, that I 
am completely unable to associate it with any pathological 
state, with one exception, namely, the formation of a 
certain type of fibroadenoma. I do not believe it ends 
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in cyst formation, and I cannot connect it with the pro. 
cess of carcinoma—at least no more than the oxygen 
women breathe can be connected with the diseases oj 
cysts or carcinoma. 

I have suggested the term 


** mazoplasia ’’ in an attempt 


to eradicate the term ‘‘ chronic mastitis.’’ 
and sometimes the epithelial neoplasia contains no con- |, 


Relation to Schimmelbusch’s Disease. 
Schimmelbusch’s disease is quite a different Proposition, 


| and forms a remarkable, distinctive, and specific sequence 


of events. It is a disease sui generis. At least 29 per 
cent. of all carcinomata of the breast arise as the termina] 
event of this pathological process. It occupies three 
decades of life, beginning first in the late twenties and 
early thirties as desquamating epithelial hyperplasia of 
specific type in the terminal ducts and acini. The 
common cysts of the breast are the result of this stage. 
The process may end here, and result merely in the 
formation of cysts. In the late thirties and early forties 


neoplasia. At this decade it is usually confined within 
the normal boundaries of ducts and acini. In the ducts, 
multiple papillomata are common; in the acini the 
epithelial neoplasia usually contains no fibrous tissue 
element. Occasionally it does contain fine strands of 
connective tissue, covered and almost hidden by many 
layers of neoplastic epithelial cells. At the end of this 
stage the epithelium may even look malignant, and it 
may be difficult to be sure whether epithelial cells in 
certain parts are strictly contained within their norma] 
boundaries. The process may stop or remain in this 
benign state for several years, giving rise to the condi- 
tion of papillomata in the breast. In the late forties and 
early fifties it may become carcinoma, and certainly does 
so in at least 20 per cent. of all carcinomata of the breast. 
Mr. Wale and I have discovered Schimmelbusch’s dis- 
ease occurring in the prostate gland.‘ Schimmelbusch’s 
disease in the mamma and in the prostate Tuns through 
the same pathological changes and the same sequence 
of events as the experimental tar carcinoma process of 
mice. 

These facts make me wonder whether all carcinomata 
of the breast and prostate also run through the same 
changes, but in most instances more rapidly than ir 
others, the sequence of events being more apt to ix 
missed upon morphological examination when the disease 
runs a rapid course. Time does not allow the discussion 
of many important and suggestive points; however, | 
have discussed the matter elsewhere.? 


Relation to Paget’s Disease of the Nippfle. 


The common and definite association between this dis- 
ease and carcinoma of the breast makes it remarkable in 
more ways than one. I will allude only to two. The 
first point of importance—as it appears to me—far 
transcends all others and is etiological in _ character. 
Whatever be the condition termed Paget’s disease of the 
nipple there is no doubt that separate foci of carcinoma 
originate in the epithelium of ducts or duct and acini 
of the underlying breast. These foci cannot be trans- 
plantations, nor are they due to a spread of the disease 
from one place to another. They are distinct and 
separate lesions of carcinoma arising in the glandular 
epithelium of the breast. A logical conception based on 
this association is that the same agent or agents which 
induce Paget’s disease also may induce carcinoma of the 
breast. The association of the two diseases is the 
strongest reason I know for suggesting that a “ virus” 
may be the inducing agent of carcinoma. 

The second reason that makes this disease remarkable 
is a morphological one. The common association of 
breast carcinoma with Paget’s disease of the nipple gives 
those who are searching for primary carcinomatous 
tumours an important field for discovery in the breast 
underlying this disease. The best means of examining 
in detail all these breasts is to cut microscopic sections of 
the whole glands. I have examined seventeen of these 
cases in this way, and I have discovered primary tumours 
in all of them at various stages of growth and malignancy. 
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The sites of origin of the primary tumour, the extent 
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of surface it occupies, its variation in structure and_ 


nature, are all the same as if the breast were not affected 
by Paget’s disease of the nipple. I need not repeat the 
description. 
noticed, namely, that Paget’s disease is never associated 
with a papillomatous carcinoma in the duct openings. 
When carcinoma of the duct openings is associated with 
Paget’s disease of the nipple, the carcinoma consists of 
masses of epithelial cells which contain no signs of 
connective tissue element. 

The interest in Paget’s disease has received fresh 
impetus from the observations upon the subject of Pro- 
fessor Robert Muir,3 who agrees with Jacobaeus,¢ and 
Ribbert,s and more recently other authors who claimed 


There is only one curious fact that I have | 


that Paget’s disease of the nipple was merely a spread 
of a carcinoma originating in the upper ducts of the| 


breast into the epidermis of the nipple and skin. Pro- 


fessor Muir has done a great deal more than agree with | 


these authorities; he points out 
spread over extensive areas in and 
epithelial surfaces without  transgressing 
boundaries of these surfaces. 
carcinoma invades an epithelial surface, its cells can 
spread diffusely in that surface. Professor Shaw Dunné 
supports this observation by a beautiful example, which, 
he maintains, shows the mucigenous cells of a _ rectal 
carcinoma spreading in this manner in the cutaneous 
epidermis of the anus while still within the normal 
boundaries of that surface. 

Professor Muir goes still further, and states that the 
cells of a carcinoma originating in the squamous epithe- 


normal 
normal 


among 
the 


that carcinoma may. 


/ nipple it is less malignant than rodent ulcer. 
He tells us that when a. 


lium can also spread in the epidermis surrounding it 


without transgression of normal boundaries. All who 
have been privileged to see Professor Muir’s specimens, 
and hear his description of them, realize that a fresh 
conception has been reached of the way in which car- 
cinoma cells may wander. Once that knowledge has 
been mastered there appears to be no limit to the area 
of epithelial surfaces that may thus be invaded. For 
example, the epithelial cells of a carcinoma originating 
in an upper duct of the breast may, under these circum- 
stances, creep among the epithelial cells in the mucous 
membrane of the nipple and dip down in that membrane 
till the glandular epithelium has been reached, spreading 
in the epithelial surface of fresh ducts, and rendering 
them carcinomatous too. In fact two or three duct 
openings may be thus invaded. This method of spread 
would account for the fact that two or more upper ducts 
are sometimes seen to be carcinomatous in Paget’s dis- 
ease of the nipple. If all carcinomata originating in the 
underlying breast in Paget’s disease of the nipple could 
be explained in this way, many of my convictions with 
regard to this disease would be shattered. Fortunately 
for some of them—and I regard them as being the most 
important—Professor Muir agrees with me that carcinoma 


in a breast underlying Paget’s disease of the nipple can 


arise in the epithelium of the gland itself, and does not 
appear there as a spread of disease from elsewhere. The 
fact that many of the primary tumours of carcinoma in 


the underlying breast are papillomatous definitely ex- | 


cludes the possibility that they are the result only of | 


transplantation or of wandering malignant cells. 
lomata arise from the walls of ducts, and can be primary 
tumours originating only in the local epithelium. 

I shall presently give my reasons for disagreeing with 
Professor Muir on the subject of Paget’s disease of the 
nipple in some respects. 
tion again that this point in which Professor Muir agrees 
with me is of striking importance, and is the only example 
I am aware of in human carcinoma that supports the 
theory of a so-called ‘‘ virus’? as an inducing agent of 
carcinoma. Now 
Muir has taught me, I find that my conception of Paget’s 
disease of the nipple, which I have held for years,7 
does not differ from Professor Muir’s description of the 
disease to any important extent. The points on which I 
appear to differ from Professor Muir are as follows: 


Papil- | 


Before doing so I wish to men- | 


that I understand all that Professor | 
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1. That Paget’s disease of the nipple is a disease suit 
generis of the epidermis, and that its morphological 
microscopic appearances are not true of malignant cells 
wandering in the epidermis; also, by some means, its 
presence induces carcinoma in the underlying breast. 

2. That a carcinoma spreading into the mucous mem- 
brane of the skin and in the-epidermis of the nipple 
does not give rise to Paget’s disease of the nipple, 
although carcinoma frequently exists in the upper ducts 
in the presence of Paget’s disease of the nipple. I re- 
gard the carcinoma in the upper ducts as being either 
induced by the presence of Paget’s disease of the nipple, 
or that the two separate conditions are genetically re- 
lated to each other as being induced by the same factor 
or factors, 

3. That the main spread of the disease in Paget’s dis- 
ease is due to fresh cells of the epidermis becoming 
involved as the disease progresses in extent. My opinion 
of the disease is that it is one of mild malignancy. If 
a capacity for invasion be a standard of malignancy, then 
according to my conception of Paget’s disease of the 
If I under- 
stand Professor Muir correctly he inclines to the view 
that it may also be a disease of the epidermis only, the 
spread of it being due to malignant epithelial cells that 
are creeping along in the epidermis. This view does not 
explain the morphological appearances of Paget’s dis- 
ease of the nipple. 

To demonstrate this point let me draw attention to the 


| following example of Paget’s disease of the nipple. 


This patient, seven years ago, noticed a red, itching patch 
on the top surface of her right nipple. The red, dry, scaly 
area now covers the right side and front of her chest, and 
extends over the middle line to nearly the centre of the left 
side of her chest, as well as downwards in the skin covering 
the upper and right part of her abdomen. In the centre ct 
the affected area there are raised, convex, sessile- protuber- 
ances. I could not feel enlarged lymphatic glands anywhere. 
The thickened skin over the right axilla interfered with the 
attempt to feel enlarged glands in that region. 

According to the cytological examination conducted by 
Dr. R. J. Ludford, all the convex protuberances above- 
mentioned consisted of breast carcinoma, and all the parts 
removed from the edges of the diseased, dry, red, and scaly 
area consisted of epidermic cells only, and contained no 
breast tumour cells. I quote Dr. R. J. Ludford: 

‘“*T have examined this case of Sir Lenthal Cheatle’s as 
completely as possible from a cytological standpoint. The 
cytological examination proves that Paget’s disease of the 
nipple is a purely epidermic condition, the cells of which 
could not have been derived from the mammary carcinoma 
cells of the underlying tumour. During the course of the 
cytological examination the cells of the carcinoma in the 
breast and those of Paget’s disease of the nipple have been 
investigated: (1) the chromophility of the cytoplasm (three 
methods); (2) the cell lipoids, including mitochondria (two 
methods); (3) the Golgi bodies; (4) the chromatin, as 
demonstrated by Feulgen’s reaction for thymus-nucleic acid. 
All stages of transition of epidermic.cells were seen to be 
taking place in the same microscopic field from normal 
cells onwards. There are no malignant cells from the 
breast tumour in the epidermis in the area of Paget’s 
disease.” 


I have a specimen of Paget’s disease of the nipple,-~of 
which whole sections of the breast, including the nipple, 
have been cut and examined. The epidermic changes 
are identical with the description of the epidermis given 
above by Dr. R. J. Ludford. There is no carcinoma in 
the sections. Three separate groups of terminal ducts 
and their acini are distended by epithelial neoplasia in 
deep parts of the breast. The terminal duct of one group 
contains papillomatous formation of a very suspicious 
nature, but there is no transgression of normal boundaries 
by epithelial growth. This specimen of Paget’s disease 
of the nipple is the least advanced of any I have seen. 
The disease occupied. only a small area on the top of the 
nipple. 

From my point of view Paget’s disease of the nipple is 
purely an epidermic disease of the skin and mucous mem- 
brane. It is capable of wide and progressive extension, 


as seen in the example I have described. The extension 


is not caused by the wandering of malignant cells into the 
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The etiological connexion between Paget’s disease of 


epidermis, although it may be complicated by the mode the nipple—whatever be its true condition—anqd the 


of spread that Professor Muir has pointed out. The ex- 
tension of Paget’s disease of the nipple is due to the 
changes induced in the existing and normal epidermic 


cells by the advancing and progressing disease. 


Before leaving the subject of Paget’s disease of the. 
nipple, I again wish to draw your attention to the most 
important of all facts connected with this disease. What- 
ever be the explanation of its appearances on the surfaces 
of the nipple and surrounding skin, there can be no 
doubt that the epithelium in completely isolated parts 
of the underlying breast becomes carcinomatous. The 
carcinoma in these particular parts is due to its appear- 
ance at fresh sites of origin, and it is not due either to 
transplantations or direct spread of cancer cells from 


elsewhere. 


appearance of fresh sites of carcinoma in the underlyin 
breasts is an obvious relation of the utmost interest ian 
importance. 
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The subject to which I venture to draw attention em- 
braces so many problems that it is only possible to touch 
the fringe of it. These problems chiefly concern bioche- 
mists, physicists, physiologists, and other laboratory 
workers. There are, however, some fundamental prin- 
ciples with which the surgeon is confronted in his daily 
work. Patients seek advice for countless ailments, but 
if we exclude traumatic and acute inflammatory condi- 
tions, a large number of the remainder suffer directly or 
indirectly from the effects of pressure or back-pressure 
on an organ or system; the morbid changes produced 
by these pressures or by the sudden release of pressure 
are worthy, I think, of general review. 

An external stress acting slowly is followed by a 
mechanical adaptation of the organ or system within 
the limits of life; acting quickly or suddenly it may 
produce a strain sufficient to rupture an organ or cause 
an irreparable disturbance of a vital system. If this 
pressure is unrelieved, it leads to secondary pathological 
phenomena which may be fatal, and finally to dissolution 
of the organ or system, resulting in death. If it is 
suddenly relieved, there is an equally sudden recoil, which 
may even exceed the original pressure in its dsstructive 
force. This recoil rarely, if ever, produces actual rup- 
ture of a tissue or organ, but it may cause cell rupture or 
vascular derangement or disturbances to the nervous 
mechanism, which are a menace to life. On the other 
hand, if the relief is gradual and not too long delayed, 
functional and anatomical recovery may be expected. 

In other words the change produced in an organ by 
gradually increasing back-pressure is in all probability 
primarily a vascular one. The direct pressure in com- 
bination with reflex vaso-constriction causes closure of 
some of the capillaries, with the result that the active 
cells of the organ receive a diminished nutritive supply, 
and there is less functional activity. Later the cells 
themselves are disorganized by the pressure effects, as is 
seen in the case of the kidney and other organs. If the 
pressure is suddenly removed, the capillaries expand, 
and with the removal of the vaso-constrictor reflex the 
arterioles also become dilated. The organ is flooded with 
blood, and becomes acutely congested. The cells, unable 
to withstand the sudden torrent, fail and break down. 
Cellular cdema, vascular stagnation, and_ functional 
collapse supervene. 

Treatment appears to be governed by a principle of 


universal application, namely, when an organ or system 
is suffering directly from pressure effects or indirectly 
from back-pressure, the greater the pressure the more 
gradual should be its relief. 

When choosing this subject for discussion, I had in 
mind such conditions as uremia, following the release of 
back-pressure on the kidneys, hepatic shock in_ portal 
obstructions or obstructions of the common duct with or 
without ascites, toxemia, and other morbid conditions in 
the presence of intestinal obstruction, and flapping 
mediastinum in acute empyema. The dangers attending 
a too generous tapping of the pleural or peritoneal cavi- 
ties for effusions, and the risks of spinal puncture when 
the pressure is high, may be added to the list. Later, I 
will refer briefly to these conditions. 

The problems involved, however, are by no means con- 
fined to the realm of surgery. For example, in the sphere 
of medicine we find patients with back-pressure on the 
heart from disease and narrowing of the arteries, with 
resultant hypertrophy, dilatation, and cardiac failure, 
As the back-pressure continues and increases, compensa- 
tion fails and secondary lethal changes (often renal) 
complete the picture. If it were possible by the use of 
drugs to reduce the blood pressure suddenly, the “ cure” 
would be admittedly worse than the disease; cardiac and 
renal failure would inevitably result. Physicians insist 
that only those appressor drugs should be chosen which 
have the slowest and most prolonged action. Anesthe- 
tists are alive to the dangers of sudden decompression. 
Anesthesia by spinal injection or chloroform inhalation 
must be cautiously employed, or entirely avoided in the 
presence of high blood pressure. The rapid fall so fre- 
quently noted if either of these methods is employed 
produces at times an alarming reaction, including sudden 
failure of the cardiac pump or stoppage of renal function. 
In ophthalmic departments the oculist deals with glau- 
coma by the very slow withdrawal of aqueous humour 
from the anterior chamber. By gradual decompression, 
vascular. dilatation, intra-ocular haemorrhage, and 
retinal detachments are avoided. Obstetricians are con- 
cerned in cases of hydramnios. If the formation of fluid 
is slow, the system accommodates itself to the increasing 
pressure, but if it is quick, the circulation suffers; the 
lips, hands, and feet become cyanosed; there is indigestion 
and vomiting, and albumin appears in the urine. Burst- 
ing of the membranes, on the other hand, causes a fe 
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coil which induces syncope by rapid reduction of intra- 
abdominal tension. When inducing labour in cases of 
hydramnios the obstetrician lays special stress on the 
necessity for preventing a sudden outpouring of the fluid. 
To effect this control, and to ensure the slow escape of 
the waters, a very small or valvular aperture is provided. 
Again, in cases of imperforate hymen leading to heemato- 
colpos the obstructing membrane is punctured | with a 
trocar and cannula, and the fluid allowed to drain slowly 
away during the first twenty-four hours. — If the fluid is 
not drained slowly, the patient may pass into a condition 
which is usually described as one of extreme shock. 
There is, however, in the obstetrical sphere a most 


RECOIL FOLLOWING VISCERAL DECOMPRESSION 


the urine rises; blood urea is 


striking example of accommodation to ever-increasing | 


intra-abdominal pressure by stretching of the abdominal 
wall, and conversely an example of sudden release followed 
by no ill effects. I refer to normal pregnancy and 
parturition.* 

Hydronephrosis. 

The changes which occur in the urinary tract, when the 
outflow is impeded by enlargement of the prostate and 
other partial obstructions, have received accurate atten- 
tion, and thus the effects of back-pressure are compara- 
tively well understood, 

There is first the compensatory hypertrophy of the 
bladder, and then degeneration of the musculature. 


| withdrawal of the urine. 


SUPPLEMENT TO THE 
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tion of back-pressure. In old-standing cases some of the 
kidney is irreparably damaged; some is damaged but is 
capable of regeneration; and there is probably in most 
cases a residue which has not yet become embarrassed. 
Glomeruli once out of action never recover, but the 
survivors deliver the urine, and with the reserve glomeruli 
are capable of double work. 

Clinically, the restoration of renal function following 
careful decompression can be watched in the wards of 
any general hospital. Headache disappears; thirst is 
diminished; blood pressure falls; the specific gravity of 
diminished; and urea 
elimination tests become satisfactory. Uniformly satis- 
factory results cannot be obtained by haphazard methods. 

In cases of overdistension of the bladder, the path of 
safety is not the inserting of a catheter, and the with- 
drawal of small amounts of urine every few hours, nor is 
it safe to empty completely the bladder and to refill it 
partly with boracic or other solutions. In both methods, 
particularly in the latter, there is sudden relief of in- 
travesical pressure. To fTefill the bladder with solution 
is of little value, since congestion occurs during actual 
It has been shown that the 
pressure in the bladder in cases of retention is reduced 
by 50 per cent. after the withdrawal of the first 100 c.cm. 


' of urine, and that the initial withdrawal of this small 


Dilatation of the bladder, of the ureters, pelvis, calyces, | 


uriniferous tubules follow, accompanied by pressure ced 
ant Van Zwalenburg should be adopted. The urine is just 


atrophy of the parenchyma and its constituent cells. 
Renal insufficiency and potential or actual uremia is 
the result. Cardio-vascular disease keeps company with 
such changes. It goes side by side with prostatic enlarge- 
ment in about 42 per cent. of the cases. Furthermore, 
cardio-vascular disease improves fa7vi passu as the renal 
function is restored by carefully planned treatment. 
Recent investigation of the relationship of preliminary 
treatment to mortality has established the advisability of 
gradual decompression in all cases, whether there is 
evidence of back-pressure or not. It is traditional that 
sudden decompression, either by uncontrolled cystotomy 
(as a preliminary procedure) or by primary prostatectomy, 
is followed by a high mortality. In fact, rapid emptying 
of the distended bladder by any method may be followed 


by acute odema and congestion of the urinary tract. 


leading to complete loss of renal function. The engorge- 


ment of the kidneys on release of pressure is not surprising | 


when we remember that the whole of the blood of the 
body passes through the kidney every few minutes. 


These | 


destructive changes are in sharp contrast to the reparative | 


phenomena which follow gradual decompression. Renal 
celis, like hepatic cells 4nd cardiac cells, have a definite 
power of regeneration if the causes producing degeneration 
are removed. 
lium has been found after 
moderate toxic destruction, 
hydronephrosis. 

In proof of this power of repair it has been shown by 


operative incision, 


or after the 


Limited regeneration of the tubular epithe- | 
after | 
relief of a. 


amount may induce renal and circulatory shock. In 
anxious cases some such method as that introduced by 


permitted to trickle into a receptacle adjusted at a correct 
level above the bed. The catheter is clamped when the 
patient is moved for nursing purposes. It requires two to 
eight days to empty the bladder in this way. 


Liver Shock. 


Back-pressure on the liver cells from obstruction to the 
outflow of bile, or from congestion, is not so serious nor 
so rapid in its results as in the case of the kidneys. 
Mayo attributes this to pre-existing low blood pressure in 
the liver tissue. Sudden relief of tension by drainage of 
the common duct is therefore not attended with the same 
risk as sudden emptying of the overdistended bladder. 
Nevertheless, a cessation of hepatic action may follow 
sudden decompression, and is comparable to the cessa- 
tion of renal function. Mayo states that greatly dis- 
tended gall-bladders require mechanical devices to 
provide for slow emptying. Hepatic insufficiency and 
hepatic shock are not sufficiently understood. There are, 
however, a few established facts. In the first place, liver 
cells are known to possess recuperative power of a high 
order. Secondly, this recuperation can be stimulated in 
cases of portal obstruction by procedures which produce 
a gradual vascular decompression, such as the Talma 
Morison operation with or without splenectomy. Thirdly, 
in cases of marked biliary obstruction, slow drainage of 


the gall-bladder or common duct will permit of similar 
regeneration. 


animal experiment that a hydronephrosis of seven days’ | ; : 
' operation by the appearance of white bile (a secretion of 


duration returns anatomically and functionally to about 


normal when the obstruction is relieved. The recovery | 
ls More prompt if the opposite kidney is removed or out | ; 
out of action by sudden operative decompression, tHere 


of action from disease. If, on the other hand, compen- 


satory hypertrophy of the opposite kidney takes place, | i 
the flow later; liver shock supervenes with symptoms 


the atrophy of disuse and not repair will follow on the 
obstructed side. A hydronephrosis of from fourteen to 


twenty-eight days’ duration requires the stimulus of com- | 


pulsory function for recovery; the stimulus 
gradually and not suddenly applied. 

A small amount of renal tissue will suffice to maintain 
hea'th, and it is the principal aim of decompression to 


Save any small amount which has survived the destruc- 


*M. Remy states that a few hours after childbirth death 
may occur in cases without any lesion, by a sort of inhibition 
on the heart from the abdominal sympathetic. He adds that 


intestinal hemorrhages in new-born infants are mechanical 
haemorrhages due to variations of pressure resulting from | 
the change in the mode of circulation at the moment of | 
birth. 


must be. 


Pressure causing loss of function is signalled during 


the ducts and comparable to the fluid found in hydrone- 
phrosis). When the liver is still functioning, but is put 


is sometimes a free flow of bile followed by cessation of 


resembling uraemia. 
Ascites. 


In the old days fluid was withdrawn from the abdomen 


_by tapping with a large trocar and cannula while the 


patient was kept in a sitting or semi-sitting position. 
Sir William Ferguson, in his System of Practical 
Surgery, published in 1870, draws attention to the dangers 
of this procedure. \He mentions that as the fluid escapes, 


_the pressure on the vena cava becomes less, and that 


there is a probability of the patient fainting unless the 


| pressure is maintained by a tight binder. 


By modern methods paracentesis can be frequently re- 
peated without anxiety or mishap. But there are cases 


| seen from time to time in which the patient, at first con- 
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siderably relieved, subsequently falls into a state of 
progressive cachexia and may succumb. Various explana- 
tions are given. Lyonnet and Teyssier in 1902 drew 
attention to the enormous amount of albumin which was 
contained in the fluid removed, and suggested that this 
fluid should be kept in a refrigerator, and replaced daily 
by small rectal injections. I think this is regarded 
physiologically as unsound, for biochemists: teach us that 
absorption could not take place. 

Mlle. Grunvald refers to weakness and fainting at the 
beginning of puncture, which is merely a_ reflex 
phenomenon occurring in impressionable people.* 
Collapse at the end of puncture she attributes to cerebral 
anaemia brought about by the sudden efflux of blood into 
the abdominal organs on the release of pressure. Syncope 
may be accentuated after quick withdrawal of fluid in 


patients suffering from ascites (not necessarily secondary | 


to cirrhosis), by haemorrhage into the intestines a vacuo 
and abdominal wall ex nappe. These haemorrhages 
are found post mortem to be associated sometimes with 
actual ulceration or punctiform ulcerations of the middle 
and terminal portions of the small intestine. Not only 
haemorrhage but jaundice and grave nervous symptoms 
occasionally follow paracentesis in cases of cirrhosis. 

Sudden death may be explained in some cases by the 
lowering of the diaphragm on the withdrawal of the 
fluid; increase in the thoracic volume is produced, and, 
when the myocardium lacks tonicity, acute dilatation of 
the heart a@ vacuo results. Several other factors, includ- 
ing hypohepatism, play a part in the fatal issue. This 
grave syndrome in the occasional case cannot be fore- 
seen, and the line of safety is once again to provide for 
very gradual medical or Surgical decompression when the 
pressure is high. 


Intestinal Obstruction. 


It is the common practice in cases of chronic obstruc- 
tion to decompress the distended large intestine gradually 
by preliminary drainage. Probably far more is accom- 
plished by this simple procedure than mere relief of 
toxaemia and restoration of the tonicity and size of the 
lumen of the bowel. The reparative changes which occur 
as the result of intestinal decompression may be more 
comparable in their remote effects to the changes follow- 
ing decompression of the liver and kidneys than is 
apparent in the present state of our knowledge. 

In acute cases the mortality is still notoriously high, 
and the cause of death has given rise to much research 
and interesting speculation. Wilkie mentioned, among 
other fatal factors, splanchnic paresis and draining of the 
body fluids into the portal area followed by cerebral 
anaemia, and toxaemia from the absorption of poisonous 
products from the upper bowel. Reasoning by analogy, 
the former would follow too rapid decompression; the 
latter would be aggravated by back-pressure. 

Looking in retrospect over a number of years, especially 
since the advantages of high jejunostomy have been 
realized, I feel sure that acute cases did best when a slow 
steady drain of intestinal contents could be establishe 
through a small tube. The worst cases were those in 
which drainage failed, but often equal post-operative 
anxiety was felt when the distended intestines were 
emptied as completely as possible at the time of opera- 
tion by the use of a large tube. Rapid drainage through 
a Paul’s tube following operation is often regarded as an 
encouraging omen, but it may be followed by deplorable 
results. The sudden relief of the distended abdomen, 
and the collapse of the intestinal walls, together with 
the flooding of the vascular channels and the fall in blood 
pressure, produce the clinical picture of general shock. 

In a case where a band is divided, or an obstruction 
can be relieved otherwise with simplicity and_ the 
intestinal contents gradually evacuated per vias naturales, 
the results are uniformly good. If a small enterostomv 
tube which does not divert the entire flow, but acts in the 
nature of a safety valve is inserted in the more advanced 


*A patient mentioned by M. Specker died from “ reflex 
syncope’ as the trochar entered the peritoneum. 
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of the simple cases, the results are equally good, (The 
insertion of this tube is indeed essential in all but the 
earliest cases.) The recoil after the relief of acute jp. 
testinal obstruction is of a complex nature. The Causes 
of death following operation need further elucidation, 


Empyema. 

It is well known that instead of being a rigid partition 
the mediastinum in the normal subject is so mobile that 
any alteration of pressure on one side is accompanied by 
an alteration of pressure on the other side almost to the 
same extent. It follows, and it is an accepted fact, that 
open drainage of an empyema is contraindicated when the 
condition is acute and of the non-adhesive streptococcal 
variety. The mortality following immediate decompres. 
sion in such cases ranges from 40 to 60 per cent. By 
aspirations and slow decompression the mortality js 
reduced to from 5 to 10 per cent. 

It took many years to learn the lesson that in the 
presence of a high positive pressure in the thorax sudden 
relief of this pressure was followed, in many instances 
by sudden death. When the intrathoracic pressure js 
high, the intercostal spaces bulge, the mediastinum, liver 
and diaphragm are displaced. With the sudden release 
of this pressure an acute pulmonary @edema may be pro. 
voked, or a to-and-fro motion of the mediastinum js 
established which involves the heart, great vessels, and 
important nerves. Flapping mediastinum has its effect 
on blood aeration and circulation, and a _ condition of 
shock is produced which is often incompatible with life, 

Whether the pressure is high or only moderately raised 
within the thorax, whether the infection is pneumococcal 
and associated with adhesions of the lung to the chest 
wall, or streptococcal and diffuse, I believe the line of 
greatest safety is to aspirate or drain with a catheter 
before resorting to free evacuation of the pleural cavity, 

Simple aspiration may occasionally be followed by fatal 
collapse and has been attributed to a vagal reflex induced 
by irritation of the inflamed surface of the lung which 
causes stoppage of the heart (Oliver). This explana- 
tion is not, however, convincing. It is more likely that 
aspiration alone may induce flapping mediastinum if the 
fluid is too rapidly withdrawn. 


Cerebro-Spinal Lesions. 

It is universally recognized that in the presence of high 
intracranial tension injurious or fatal effects may be pro- 
duced by lumbar puncture. These effects are often due to 
dislocation of the cerebellar tonsils through the foramen 
magnum. The bulb becomes wedged, and anzmia and 
paralysis of the vital centres are the result. 

Lumbar puncture is especially dangerous when hydro- 
cephalus is associated with tumour. In many cases of 
high tension the recoil following uncontrolled withdrawal 
of fluid becomes manifest by vertigo, headache, nausea, 
vomiting, and rigidity of the neck muscles—a syndrome 
usually described as meningism. On the other hand, if 
the needle used is of small bore, and the withdrawal 
made very gradually and controlled by manometric read- 
ings, a slow decompression in most instances can be 
carried out without ill effects. 

The indications for diagnostic lumbar puncture are 
manifold, but outside the ranks of neurological surgeons 
it is not generally appreciated that spinal compression 
may be aggravated by spinal puncture, and the signs and 
symptoms become more pronounced. It is therefore in- 
structive after withdrawal of the fluid to seek clinically 
for further diagnostic information. The intensifying of 
the clinical picture may be due to the forcing downwards 
of the tumour by the unopposed and unrelieved tension 
above. But whatever the cause, it is a great advantage to 
have an uncertain clinical picture converted into one of 
obvious spinal-cord tumour. 

Elsberg and Stooke> describe some cases in which the 
root pains become mois severe and others in which mod- 
erate motor and sensory disturbances are followed by 
complete paralysis after Jumbar puncture. 

It is known that analogous changes may be observed 
in cases of intracranial growth. It should be understood, 


AUG 


howev 
may 
drawn 
in eac 
Wie 
sevent 
sory l 
this i 
startli 
jumba 
the p! 
yields 
harm. 
perfor 
tumou 
of 
a few 
fluid. 
sion, 
evide! 
Mas 
increa 
the m 
spinal 
is fou 
stylet 
allow 
coars¢ 
s0 qu 
intrac 
The 
limite 
anteri 
the |. 
ing 
A s 
punct 
is att 
If 1 
in thi 
an in 
and 
inves 
the 
great 
relea: 
cunct 


with 
civil 
requ 
whic 
the | 
on t 
sugs 
prev 
prob 


Py. 

Maye 
Price 
] 

ad 
3 
Ad 
worl 


=> 


AUGUST 30, 1930. ] 


however, that the price paid for this diagnostic assistance 
may reach a high figure unless the amount of fluid with- 
drawn and the rate of withdrawal are carefully considered | 
in each individual case. 

Wieder refers to an article by Schonbeck, who co!lected | 
seventy-one cases of fatality following lumbar puncture. 
Dandy mentions three cases of tumour in which a sen- 
sory level appeared after lumbar puncture. In two cases 
this information was obtained at the cost of a sudden 
startling paraplegia and urinary retention. He thinks 
lumbar puncture alone is not a procedure of merit in 
the presence of cord tumour. The information which it 
yields is overbalanced by the potentialities of serious 
harm. On the other hand, Masson has no hesitation in 
performing lumbar puncture in the presence of brain— 
tumour. He quotes Connor as stating that in a few cases 
of uremia and brain tumour, death has followed within» 
a few hours of the withdrawal of a large amount of 
fluid. This is a warning against a medical decompres- 
sion, but should not be interpreted as prima facie 
evidence against a diagnostic puncture. 

Masson reviews two hundred cases of lumbar puncture in 
increased intracranial pressure with only one fatality. In 
the majority of cases not more than 5 c.cm. of cerebro- 
spinal fluid was withdrawn for examination. When it 
is found escaping under marked increase of pressure, the 
stylet is re-introduced into the needle and the fluid 
allowed to drip out slowly. He insists that needles of 
coarse calibre should never be used, lest the fluid escapes 
so quickly that it brings about a sudden marked change in 
intracranial pressure. 

The therapeutic indications for lumbar puncture are 
limited, but it is of decided value in cases such as acute 
anterior poliomyelitis and posterior basic meningitis; in 
the latter intracranial pressure becomes evident by bulg- 
ing of the fontanelle, vomiting, and prominent features. 

A sharp distinction must be drawn between diagnostic 
puncture which is safe and medical decompression which 
is attended with danger. 

If the subject has been presented in a superficial manner 
in this review, it is because the problems concerned require 
an investigation into many departments of vital activity, 
and I beg your indulgence. In whatever manner such 
investigations may affect the ultimate lines of treatment, 
the principle will, I believe, remain, namely, that the 
greater the pressure the more gradual should be its 
release, or in the language used by our forefathers, 
cunctando restituit rem—by delaying he restored. 
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BY 


W. E. DIXON, MA, 


Addiction to drugs in recent times has assumed such 
world-wide dimensions that it is regarded by all nations 
with serious misgiving, and by some as a menace to their | 
civilisation; many of the problems connected with it still 
require much investigation and particul-rly the conditions | 
which have led to its prevalence. In the consideration of | 
the problem in the past, attention has been concentrated 
on the drugs causing addiction, but much new evidence | 
Suggests that the problem is really determined by the 
Prevalence of a new type of person arising with, and 
Probably out of, the development of modern civilisation, 


M.D., F.R.C.P., F.RS. 


and not by the drugs which merely satiate and relieve 


him. 

In primitive man the weakest and most foolish were 
exterminated, while the strongest and most alert, that 
is, those most fit to exist under the conditions of life as 
it was then, survived. The attempt to evade this natural 
law comprises the history of civilisation. Civilisation, 


or the living together as a society, aims at limiting the 


struggle for existence by substituting mutual peace for 
continual strife; at removing man from his place in the 
animal kingdom and thus escaping from natural selec- 
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tion; at promoting the common weal by moral as opposed 
to natural evolution. In the best civilisations everyone 
possesses the means of existence, the struggle for exist- 
ence plays no part in life, and natural evolution has ceased 
to exist; but there is a limit to this, for if man obeys 
the commandment to increase and multiply, then the 
struggle for existence must inevitably occur sooner or 
later, and, with it, destruction of civilisation by the repro- 
duction within itself; it means not only that the human 
stock ceases to improve, but since it provides for the 


subsistence and physical protection of the unfit, it may | 
of both their reaction and discrimination times. 


mean the contrary. 

Civilisation is dependent on education, the primal object 
of which is the suppression of natural inclination, a pre- 
cept which can be acquired only slowly, since everyone 
possesses the desire for self-gratification to an unlimited 
extent. This principle, the practice of self-control and 
renunciation constitutes indeed the very basis of civilisa- 
tion, though it does. not, in itself, make for happiness. 
The struggle for existence in primitive man is replaced 
by a struggle for precedence in the social life, and that 
man who sees a little further than his neighbours gains 
position, riches, or fame, but success in such mental battles 
carries with it no precedence in reproduction. 

In very recent times life has changed in other ways 
The advance of science has limited the need for manual 
labour, and made the natural outdoor physical life of 
man rarer and the indoor mental life commoner. These 
changes in natural life constitute some of the causes which 
lead to neurosis, but there is yet another to which atten- 
tion has not been properly directed. I refer to the 
universal and regular consumption of caffeine. I suppose 
we might call it the comimonest, as it may be the least 
harmful, of all addictions, but, as it bears directly on our 
subject, it must receive brief consideration. 


THE CAFFEINE BEVERAGES. 


Tea was not introduced into Europe till 1606, when the 
Dutch imported a quantity, and its general employment 
was not adopted without bitter opposition. In 1673 an 
attempt was made in Parliament to forbid its use. In 
1757 Jonas Hanway, the introducer of the umbrella into 
England, wrote his celebrated essay on tea, in which he 
asks: ‘‘ How many thousands in this country are annually 
poisoned by tea, gin and wine?”’ and, later, he states 
that the physicians of his time very seriously declare ‘‘ that 
they are more obliged to tea for the gains arising from 
their practice than to all other debaucheries.”’ The extent 
of the use of tea, coffee, and cocoa in different countries 
is uncertain, but in 1916 for coffee alone Holland con- 
sumed 22Ilb. per head annually, Belgium 15, the United 
States 10, Germany 7, and France 5. The largest con- 
sumers of tea are Great Britain, the United States, China, 
and India, and if we include tea and coffee together the 
largest consumers are probably the English-speaking 
races. 

It behoves us then to examine with some care what this 
continuous imbibition of caffeine may have on the race. 
The dose of caffeine taken daily is not inconsiderable 
when it is remembered that a good cup of tea usually con- 
tains more than a grain; the average man must take from 
5 to 8 grains daily; and the tea-lover very much more. 
Moreover, unlike many other drugs, tolerance to caffeine 
is not very great, so that the drug exerts nearly its full 
action. 

The continual use of caffeine produces a condition of 
mental irritability and excitability; the user complains of 
attacks of dizziness and digestive troubles; sometimes 
tremors are pronounced, and always. reflexes. are 
exaggerated. All these effects may be produced by even 
moderate quantities of caffeine such as 6 or 7 grains 
daily, though different people vary much in susceptibility. 

Caffeine has been called an “‘ intellectual’? beverage, 
because it is supposed to facilitate thought and association, 
and this is said to explain the fact that many of those 
engaged in mental occupation can only work under its 
influence. Modern investigations show, however, that 
caffeine has not quite the effect we have been taught to 
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believe. If the action of morphine were determined only 
on the morphinomaniac, an entirely different conception 
of its effects would be obtained from that which we how 
know it possesses. But knowledge of the action of 
caffeine on the mind of man has been obtained mainly by 
experiments on those who were already caffeine “ addicts” 
and naturally enough on these people caffeine would be 
wholly beneficial. Caffeine diminishes reaction time and 
discrimination time in those who have the caffeine habit. 
furthermore, those with a caffeine habit and some toler. 
ance, on discontinuing tea and coffee, show a shortening 


Caffeine, as tea and coffee in the amounts in which 
we nearly all take them, alters nerve responses; irritability 
restlessness, palpitation, tremors, and dyspepsia may 
produced by tea and coffee, but they are also well Tecog- 
nized features in the neurotic. There is certainly some. 
thing to be said for Dr. Charles Fernet’s definition of the 
caffeine drinks as “‘ satellites of alcohol,’’ since alcohol 
removes irritability and restlessness, and in this respect 
is an antidote to caffeine, just as after-dinner coffee js 
taken partly to counteract the effects of alcohol. However 
this may be, there can be little doubt that the inordinate 
use of caffeine over many years predisposes to mental 
irritability and instability which are features of the 
neurotic person. Another peculiar effect of tea is that 
occasionally its produces an extreme degree of physical 
depression. An hour or two after breakfast including 
coffee or tea, when the energies of the body should be at 
their optimum, the sufferer is seized with a grievous sink- 
ing referred to the stomach; or it may be that he complains 
of pain and palpitation, and not infrequently confusion 
and giddiness add to his troubles. Many people spoil the 
best years of their life in this way until they consult a 
physician who recognizes the cause and so sets them free, 


ALCOHOL. 


Alcoholic beverages have been known from the begin- 
nings of civilisation; beer has been the national bever- 
age of the Anglo-Saxon for a thousand years and more. 
As addiction to alcohol certainly exists, it is right that a 
short reference should be made to its action. 

Alcohol differs from narcotics in general in that it is 
widely distributed throughout nature, though always in 
association with living cells. Plants produce and use +; 
it can be detected in various parts of flowering plants, the 
growing tissues, seeds and trunks of trees, while in more 
lowly organisms its production by the yeasts from sugar, 
its food-value to the vinegar-forming organisms are sufh- 
ciently familiar examples. Alcohol has been found also 
in the tissues of higher animals, though in small quanti- 
ties: in large amounts it could not exist, since one of the 
biological characteristics of alcohol is its ready oxidation. 
The various varieties of Bacillus coli communis, an 
organism living normally in the alimentary canal, under 
suitable conditions form from g to 17 per cent. of alcohol, 
and as it is one of the most easily absorbed substances 
known, it is impossible to avoid the conclusion that it is 
absorbed into the system. 

Under the influence of alcohol, mental operations are 
shortened, simple reaction times are quickened, mental 
associations, such as making words to rhyme, are facili- 
tated, reading in whispers is rendered easier, and the 
appreciation of small differences in weights is enhanced. 
These stimulation effects are due to a depression of the 
brain beginning at the highest centres, that is, those which 
are developed last. It soothes or depresses the activity of 
the higher faculties of mind, and liberates the real person 
from the bondage of all those restraints which social cus- 
toms and conventions demand; it frees the more primitive 
instincts and emotions, though for all precise mental 
operations the use of alcohol is detrimental. 

Alcohol is therefore an artificial means of relaxation 
and under its influence the burdens, anxieties, and worries 
of modern indoor mental life may be forgotten. All the 
picturesque writings of the sociability produced by the 
flowing bowl are dependent on the diminished irritability 
of supersensitive nervous systems. Normal play, sport 
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and hard physical exercise also relieve the higher brain 
centres by inducing a return to more primitive behaviours. 


The desire for alcohol and tobacco should be regarded, at | 
least partially, as a natural craving of those who take 


little physical exercise to attain artificial relaxation. 
Alcohol relieves fatigue and depression in that certain 


higher faculties of mind, such as attention and memory, 


are improved. Take the example of a mental worker 


returning home to dinner after a strenuous day, irritable, | 


anxious, and worried. The automatic contractions of the 
stomach, by which the sensation of hunger is determined, 
are entirely inhibited by his mental state and therefore 


appetite is lost; a glass of some alcoholic beverage under | 


these conditions removes the worry and anxiety, and 
appetite and digestion return. 
The word alcoholism has now come into common use, 


generally without regard to its meaning and significance; | 


the term should be strictly analagous to the 
morphinism and cocainism. 
ness, nor even the habit of drinking occasionally to excess; 
any normal person may at times become intoxicated, but 
none of these exhibit the symptoms referred to as alcohol- 
ism. The normal man after taking somewhat immoder- 
ately of alcohol becomes in certain respects abnormal; the 
alcoholic, on the other hand, takes alcohol because he 
needs it to become ‘ normal.’’ He is a neurotic; 
exaggerates all the common incidents of life; he is out 
of harmony with the rest of the world; often to him 


terms 


nothing seems worth while; life is a burden, and effort | 


intolerable. Alcohol relieves the condition; depression and 
inertia temporarily disappear, and life for the time being 
is looked upon through the spectacles of the ordinary 
healthy man. It is not suggested that every person in a 
state of mental fatigue who is relieved by alcohol is there- 
fore an alcoholic, though it is possible that with a little 
practice he might become one. The alcoholic is precisely 
the same type of person who, if opportunity affords, takes 
to drugs; temporarily they give him the relief that alcohol 
gives, but after having once transferred his allegiance to 
the needle he practically never returns to alcohol. De 
Quincey knew this when he wrote: ‘I do not readily 


luxuries of opium will afterwards descend to the gross 
and mortal enjoyments of alcohol.’’ 


Evidence is also forthcoming to suggest that the enor- 


Alcoholism is not drunken- | 


he | 


_with whom fortunately it is easier to deal. 


mous increase in the tobacco habit in the last thirty years | 


is not unassociated with the stress of modern life. Habitual 
smokers are agreed that the weed acts as a mild sedative 
to the central nervous system; the type of action is of a 
somewhat remarkable character, and may offer an explana- 
tion of the widespread use of tobacco. Physical fitness or 
well-being is determined by our feelings, which are the 
result of sensations. If response to sensation varies from 
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rules of ethical conduct. 


apparent ill-effect. 
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burdensome, anxious, and sometimes not worth while. 
The ‘instinct of self-preservation is something more 
than a clinging to bare life; it contains a desire for the ful- 
ness of it; a man will lay down his life for a chimera 
without a murmur, but if it is to be lived he would live 
it weil. Those who possess a mental complexity of this 
type discover, if the chance occurs, that they are relieved 
from their troubles by narcotic drugs; their conflicting 
impulses and vivid sensations are calmed, and the every- 
day trifles and inconveniences of life are no longer ex- 
aggerated out of all proportion to their significance; life, 
instead of being oppressive and anxious, becomes pleasant 
and free from worry. 

All this means that the drug habit is not a disease but 
rather a sign of pre-existing mental condition. Were it a 
disease, an accidental condition added to a normal person, 
then it should be readily curable, especially in the earlier 
stages. But everyone is agreed that this is not the case, 
though it is recognized that those who contract the habit 
as a result of disease, as, for example, by the use of 
opiates after a surgical operation, that is, the relatively 
more normal people, are the easiest to cure. 

The happiest of men has moods in which he wishes he 
were again an irresponsible child, but the neurotic under 
morphine is reduced to the light and careless livery of the 
child. He becomes happy, and in the earlier stages of the 
indulgence almost normal, but gradually, as it becomes 
necessary to increase the allowance of narcotic, he passes 
into that bemused sense of brilliant ascendency which is 
also characteristic of the earlier phases of the sufferer 
from general paralysis of the insane. The chief character- 
istics are now plausibility and disorderliness; the addict 
has a complete disregard for time and becomes querulous, 
exacting, slanderous, and soon ceases to comply with the 
Some men take small doses of 
opium or morphine regularly all their lives without any 
I have, for example, known business 
men who have been unable to attend to an important mat- 
ter unless they received a small injection of morphine. 
But the neurotic type of patient is never satisfied, and if 


left to himself, must be always increasing his allowance, 
believe that any man having once tasted the divine | 


the normal, whether by exaggeration or diminution, rest. 


induces a return towards normal; experimental observa- 


tions suggest that by smoking, a similar type of effect is | 


produced, though even more decided, and hence the seda- 
tive effect of tobacco in conditions of irritability, and the 
stimulating effect in those of weariness and depression. 
Tobacco, then, may be helpful to all those whose sensory 
threshold is abnormal. 


THE NEUROTIC. 


Increased nervous sensibility appears to be a product of 
civilisation and wealth, of indoor life, luxury, a lack of 
physical exercise, and perhaps excessive indulgence in the 
satisfaction of desires, and of inordinate drinking of tea. 
Such people are not phlegmatic, stupid, and uninteresting, 
but are rather those possessed of quick perception, acute 
sensibility, and other higher attributes of mind which con- 
stitute what is termed culture. These neurotics are highly 
teflex people who are so responsive to external impressions 
that the associations set loose by any ordinary stimulus 
causes such a complexity of cerebration that the common 
affairs of life become a burden. But such complexity of 
cerebration cannot continue long; soon its gives place to 
fatigue, depression, and mental distress, and life becomes 


until he becomes a complete mental and moral degenerate. 

Besides the neurotic group of addicts there are others 
Those smitten 
with incurable and painful disease may require large and 
sometimes increasing doses; for these, few, if any, would 
begrudge them the relief that opium gives. A few people 
are led to the use of the needle by pain which is wearisome 
rather than acute, and there are others who take to mor- 
phine to relieve their weariness or headache, mainly be- 
cause it lies to their hand; this group is composed princi- 
pally of doctors and chemists. 


WITHDRAWAL. 


Addicts are held in subjection largely by fear. Pro- 
longed indulgence often fails to afford pleasurable sensa- 
tions; still these people must continue with their habit in 
order to avert the crisis of withdrawal. Their horror of 
pain, both mental and physical, is an obsession, and con- 
tact with the realities and responsibilities of the world 
they are unable to meet. 

The symptoms of withdrawal correspond almost exactly 
with stimulation of those tissues which morphine in medi- 
cinal doses depresses. The yawning, sneezing, nausea, 
vomiting, and mucous secretion result from stimulation of 
the medulla; the abdominal pains and diarrhcea from 
stimulation of Auerbach’s plexus; the twitchings, cramps, 
circulatory troubles (rapid pulse, arrhythmia) and some- 
times even convulsions and collapse, are due to excessive 
stimulation of the cortical cells. An early effect of with- 
drawal is a rise in hlood pressure from excessive activity 
of the medulla; this is followed later, at all events in severe 
cases, by a marked fall in the pressure associated with 
collapse. A patient with these symptoms, even when in 


a state of collapse, is completely resuscitated by an injec- 
tion of morphine; in a few minutes he changes from a 
state of utter collapse to a relatively normal person. 
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drawal symptoms, which we term delirium tremens. The 
explanation I suggest for these withdrawal symptoms is 
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den cessation of alcoholic beverages in those who have | 
imbibed too freely for a long time may also lead to with-| 


that nerve cells, after prolonged narcosis, on re-awaken- | 


ing become hyperexcitable; not only does this explanation 


account for all the facts, but there is much direct evidence | 


in support of it. 

Degree of addiction may be gauged by the severity of 
the withdrawal symptoms; these are by far the most severe 
with heroin, less with morphine, and least with cocaine. 


HEROIN. 


Heroin has been used as a substitute for morphine and 
as an addiction drug since about 1913; at this time its 
properties were hardly recognized and it could be easily 
obtained. 
intoxicates more deeply and it does not constipate. The 
average morphine addict has perhaps one or two stools 
weekly, whereas the bowels of the heroin addict act almost 
normally. 

About 1913 heroin was employed in the United States 
and, to a smaller extent, in Europe as an addiction drug 
and a substitute for morphine. Sometimes it was taken 
by injection and sometimes as snuff, like cocaine. The 


The addict prefers heroin to morphine, it) 
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war cocaine users became plentiful in Paris; the alkaloig 
could be purchased from the habitués of the cafés ang 
music-halls, and the cult of sniffing came into existence 
and quickly spread to London. The cocaine was used 
in these instances, at all events at first, as a rapid and 
exhilarating intoxicant, a substance to produce complete 
abandon and an utter disregard for consequences, ang the 
future; more occasionally it was taken in some form of 
alcoholic beverage. 

The habit, when once acquired, is, in some respects 
the worst of all drug habits, because it leads to mental, 
moral, and physical degeneration more rapidly than with 
the narcotic drugs of addiction. The morphinist retains 
some desire to defeat his enslaver; the cocainist cares 
nothing for freedom; the mind is completely bemused 
Unlike morphine, cocaine induces insomnia, loss of appe. 
tite, and dyspepsia, yet, in spite of the fact that it leads to 
degeneration so rapidly in uncomplicated cases, the 


prognosis is better than with the morphinist and much 


public had little difficulty in obtaining the supplies they | 
required of this proprietary substance, and it was very | 


much vaunted as a ‘cure for morphinism. Pouchet was 
the first man to warn the profession against the use of 
heroin, and Rodet pointed out that the heroin habit is 
more easily contracted and less readily cured than the 
morphine habit, on account of the respiratory syncope 
which is apt to occur when the drug is stopped. 

When the dose-is first diminished in the addict under 
treatment, intellectual torpor ensues, the circulation and 
respiration are slowed, and fits of suffocation may super- 
vene. Patients who have undergone a cure for the mor- 
phine habit have a comparatively short convalescence, 
lasting, perhaps, six or eight weeks, but the subjects of 
heroin poisoning have a long and more painful period 


of convalescence, and they do not regain their normal | . 
| 20 grains. 


weight or begin to have undisturbed nights till four or 
five months after stopping the drug. The heroin habit 
is the worst of all the drug vices known to man and by 
far the most difficult to cure, although it is possible that 


some of the newer alkaloids, to which reference will he) 


made later, may equal it. 


COCAINE. 


Cocaine requires a few words to itself because it acts 
differently from the narcotic alkaloids. 

Coca leaves have been used from time immemorial by 
the Indians in the West of South America as a stimulant 
and narcotic. The Indian takes coca leaf in the same 


way that Europeans take tea or coffee, as a stimulant) 


for mental and physical fatigue. Natives who chew the 
leaf are reputed to be able to perform long and tedious 
journeys with less fatigue and without feeling the pangs 
of hunger and thirst; the wonderful endurance of guides 
and mail carriers travelling through the passes of the 
Cordilleras where a mule cannot go has been a frequent 
topic of historians. 

Mantegazza stimulated interest in coca in Europe about 
1850; he stated that after drinking about 4 drachms of 
an infusion of leaves he experienced a feeling as though 
isolated from the exterral world, with an irresistible in- 
clination to exertion, which was performed with great ease. 


After taking 18 drachms of the leaves in one day he experi- | 


enced the most intense mental exhilaration, an unthinkable 
beatitude, in which he said : ‘‘ I prefer a life of ten years 
with coca to a life of a million centuries without coca.’’ 


Attempts by Europeans in the Alps and elsewhere to simu- | 


late these effects have not been successful. 

Cocaine as a drug of addiction came into notice in the 
early nineties, but the habit of sniffing became in no 
sense a menace till about 1910. In the early days of the 


better than the heroinist, because the drug can be with. 
drawn at once without injury to the addict. Cocaine 
addicts, who are so far degenerated that the alkaloid no 
longer affords satisfaction or relieves them, turn either to 
another drug, or allow themselves to be “ cured,” often 
with the idea that they may have the delight of returning 
again to cocaine. 

In pre-war days a good deal of the addiction has been 
traced to prescriptions given for the relief of pain or the 
treatment of disease, such as the use of a cocaine spray 
for hay fever or asthma; some no doubt contracted the 
habit through low associations, bravado, or to obtain a 
delirious intoxication. The majority of cocaine addicts 
are of the neurotic type and become victims during 
adolescence, sometimes even before mental development 
is complete. Here also the problem is to determine the 
underlying cause of the mental condition which has led 
the person to resort to drugs. Since the war it is safe to 
say that addiction to cocaine never follows the physician’s 
prescription. 

Addicts become tolerant to cocaine as they do to mor- 
phine; with a little practice, in a month or two, the dose 
may be easily increased from 1 grain up to as much as 


NEW DRUGS OF ADDICTION. 


Opium contains besides morphine two other alkaloids 
closely related to it; codeine present from 0.3 to 4 per 
cent. and thebaine from o.1 to o.5 per cent. Codeine is 
not a drug of addiction; thebaine causes convulsions like 
strychnine; and until recently was discarded as useless. 
But thebaine is readily oxidized into substances termed 
codeinone and oxycodeinone; these substances on reduc- 
tion acquire new properties similar to those of morphine 
by the formation of a substance, dihydroxycodeinone, 
generally known as eucodal.’? Eucodal resembles in 
its action heroine rather than morphine. When this sub- 
stance came under the opium convention about two years 
ago its narcotic action became more generally known; itsuse 
greatly extended, and in consequence the price of thebaine 
rapidly rose. Just as heroine when first prepared was 
advocated as a cure for opium smoking, and shipped in 
large quantities to the East, especially China, so eucodal 
has been advocated as a cure for the opium habit, and is 
used in parts of the East as an anti-opium remedy. 

Codeinone can be prepared either from thebaine or from 
codeine; it differs from the latter in that the alcoholic 
hydroxyl group is transformed into a ketone group; it is 
easily converted into dihydrocodeinone or “ dicodide,” 
which is more readily prepared from codeine than thebaine. 
Now codeine, as I have said, is not a drug of addiction, 
but any chemist can easily convert codeine to dicodide, 
which although introduced as a ‘“‘ super-codeine,” is 4 
drug of addiction as satisfactory to the user as heroine. 

The number of ethers and other derivatives which can 
be prepared from morphine, codeine, and thebaine is almost 
unlimited, and as the large number which have already 
been prepared all show the morphine type of action, it is 
obvious that all these derivatives should come under the 
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jurisdiction of the League. The proof of the harmlessness 
of a new derivative should rest with the manufacturer. 


TIME FOR CURE. 


Few addicts come willingly for treatment so long as a 
supply of drug is available and it continues to produce 
pleasurable effects. ‘When they submit themselves, one of 
the first principles of treatment 1s to Temove the patient 
from all those conditions and associations which there 1s 
reason to believe have led to the trouble. 

In moderate addiction to morphine, before the person 
is completely enslaved or when he has been content to 
limit himself to a daily dose of narcotic, which he does not 
increase, it is found that there is little wrong with physical 
fitness or impairment of bodily function, which suggests 
that in this group a cure may be expected. It has fre- 
quently been noted that when such addicts have passed 
the crisis of withdrawal, they remain without craving for 
long periods when their surroundings are changed, but 
relapse on returning to their former surroundings; so soon 
therefore as the patient has returned to normal health, ail 
association with his former conditions should, as far as 
practicable, be removed. Association memories no doubt 
form the dominant factor here; the object of treatment is 
to replace these by substituting a desire which will become 
more dominant. | 

The members of the more serious group of addicts, how- | 
ever, are rarely cured by any such treatment. The addicts 
in this group have some pre-existing mental condition, a 
supersensitiveness to afferent stimuli, and narcotics are 


Addiction here, then, is not entirely an association habit, 
but is something inherent, a mental characteristic, and it 
is open to doubt how far it is possible to influence char- 
acter. As experience teaches that thieves and blackmailers | 
revert to their former life so soon as their incarceration | 
is over, why not the intellectuals? 

Many examples might be given to prove this contention ; | 
it is common knowledge that most, perhaps go per cent. 
of addicts taken into mental hospitals and discharged | 
‘‘ cured ’’ relapse within a year. More interesting are the | 
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This certificate system should be the means of restricting 
or preventing illicit exportation from manufacturing 
countries. 

The consumption of narcotics for any country may be 
calculated by adding the imports to the production in that 
country and subtracting the exports; these figures are 
available for about forty governments, representing 600 
million consumers of medicinal opium, and these roughly 
represent one-third of the population of the world. There 
are other countries in which the approximate consumption 
is also known; and it will not be an exaggeration to assert 
that the legitimate medicinal amount of opium required 
for approximately 50 per cent. of the world’s population is 
available. The requirements for the rest of the world can be 
determined only indirectly and by comparisons. By careful 
calculations it is estimated that 56 tons of opium is suffi- 
cient to supply the legitimate requirements of the whole 
world. 

Similar calculations show that 7 tons of opium will 
supply the world’s needs of heroine, about 10} tons the 
needs of morphine, and 10 tons for codeine. Supposing the 
population of the world to equal 2,000 millions, then about 
77 tons of opium should more than cover the total medi- 
cal requirements, whether the opium be used as such or 
as one of the manufactured alkaloids. This figure allows 
140 milligrams of raw opium per head per annum to supply 
the world’s requirements in opiates, 

Different countries of the world use opium narcotics to 
very different degrees; thus Great Britain, Norway and 
Sweden use large quantities of crude opium, about three 
times as much per head as that used by the United States ; 
on the other hand, Great Britain uses only half the amount 
of morphine per head that is employed in the United 
States. Great Britain uses more heroine per head than any 


_other European country : thus for Germany the average in 
| milligrams per person is 5.5, Switzerland 6.3, Sweden 3.9, 


Great Britain 20.6, and Canada 29. These figures are 
taken generally for the years 1925 to 1928. 


ADDICTION IN VARIOUS COUNTRIES. 


America uses more narcotics for medicinal purposes than 
other countries, though the difference is not very great. 


figures given for the United States Penitentiary in| Taking the question of morphine alone, America requires 


Atlanta. The warden of the prison states his opinion that | 
go per cent. of the addicts confined in a penal settlement 
for one year or less relapse after discharge, but that only 
17 per cent. relapse if they are incarcerated for three to 
five years. This gives a definite idea of the time of con- | 
trol necessary to effect a cure. 


245 milligrams per head, Europe 152 milligrams, Asia 8, 
and Africa 24.5. It may be that in America people are 
more sensitive to pain than in other countries. Attempts 
have been made in the past to determine sensitiveness to 
pain in the people of different nations by psychologists 


_ using complicated apparatus, and some statistics have been 


_obtained of the number of women who employed anodynes 


THE WORLD’S NEEDS OF NARCOTICS. 


The manufacture of narcotic alkaloids from opium, and 
of cocaine from coca leaves, is conducted in Germany, 
Switzerland, ‘Holland, England, Japan, and Russia; the 
rest of the world is supplied from these countries. The 
U.S.A. estimates consumption by the formula: Consump- 
tion equals production minus export, importation not being 
allowed. Many methods have been suggested to limit the 
production of these alkaloids to the legitimate medical 
needs. Thus it has been proposed that the cultivation of 
the poppy should be limited, and Great Britain did, in fact, 
diminish the land under cultivation in India, but the only 
effect was to stimulate the cultivation in Persia and to 
diminish trade in India. In 1924 Great Britain suggested 
yet another plan, that the manufacture of the alkaloids 
should be controlled and limited, and the Advisory Com- 
mittee of the League of Nations on Traffic in Dangerous 
Drugs has recently proposed a similar plan; it suggests 


that the manufacture of narcotics shall be limited and con- | 


trolled and that each country shall estimate its needs and 
be catered for accordingly. By the Geneva agreement of 
1925, approved by about fifty different countries, it was 
determined that permission to import narcotics should be 


made by restricted certificates given to importer and that 


exportation should only be authorized when the appropriate 


| during normal parturition, 


The figures obtained were— 
for the United States 70 per cent., Great Britain 50 per 
cent., and for Spain and Russia 5 per cent. The figures 
are interesting principally as showing the opportunities 
available for obtaining anzsthetics, for few, if any, women 
would prefer to undergo labour” without some form of 
anesthesia. 

I have shown what are the genuine requirements of 
narcotics in the world, and I will endeavour to answer 
the important question—whether addiction to the opium 
narcotics and cocaine has increased since the war. 

In Britain addiction is certainly rare, and the Depart- 
mental Committee in 1926 had evidence to show that it 
had diminished since the war. Before the war cocaine was 
rarely used in Great Britain. In the early days of the 
war cocaine users became plentiful in Paris and the habit 
spread to London; but it has now practically died out in 
England, though I have met persons, since the war, who 
openly used cocaine on occasion, but they were not addicts; 
they indulged periodically in a dangerous drug, running 
the terrible risk of addiction; but, worse than this, they 
were a menace and danger to others. 

In France to-day addiction is not common except among 
certain groups of people, such as artists, demi-mondaines, 
and the idle rich. Opium smoking may be indulged in 


| in the large ports like Toulon and Marseilles, and opium 


certificate from the importing country was presented. | dens are not rare in Paris. The smoker in Paris is intro- 
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duced into a room, furnished in the Indian style with silk 
embroidered cushions, softly veiled lights, and low divans ; 
often a Buddha may be seen peeping out between the cur- 
These dens are frequently visited by midnight 


tains. 
parties, and the smokers are generally novices and 
strangers. 


Cocaine may still be bought in Montmartre and some 
of the night cafés. This cocaine is usually diluted with 
sodium sulphate, starch, or other harmless diluent, usually 
to about 50 per cent., an ingenious means of increasing 
the profits of the traffickers. 

France, though not a country where addicts flourish, is 
a country which manufactures large quantities of narcotic 
drugs. Thus in 1915 it exported to Greece 11 tons of 
morphine, and in 1928 it produced 15,000 kilograms of 
morphine. France and Russia publish no figures of their 
medicinal use of morphine, but France publishes her im- 
ports of opium and exports of narcotics, and if the exports 
are subtracted from the imports, a figure representing the 
domestic consumption should be obtained; but this figure 
gives a minus number and represents 4 consumption per 
head of the population of about minus 80 milligrams. 

Germany is attacking the problem of addiction in a 
thorough and scientific manner; she recognizes from hos- 
pital statistics that her addicts are increasing in num- 
ber. Figures obtained from such sources should however 
be regarded only as indications of the state of affairs : 
they show that during the years 1923 to 1924 the male 
addicts receiving hospital or sanatorium treatment were 
200 per cent. higher than in pre-war days and that in Ger- 
many for every 10,000 inhabitants there are 0.3 male and 
o.1 female addicts. This increase has continued up to 1928 
and includes not only addicts to morphine, but also those 
to the newer alkaloids. Germany’s annual estimate for 
domestic needs is for morphine 1,600 kilograms, cocaine 
450 kilograms, and heroin 50 kilograms, represented in 
each case as their salts; her annual exportation of these is 
about 10,000 kilograms. 

In Germany the sales of beer also are showing a con- 
siderable increase; in 1923-4 about 45 litres per person 
per annum were used, while in 1927-8 this figure had 
risen to 80, although in pre-war days it stood at 102. This 


is, however, mainly an indication of improving social con- | 


ditions and affluence: no doubt typewriters and cinema 
shows are increasing at the same rate. 

In Egypt before the war, other addiction than that to 
hashish was negligible. This changed during the war, 
and four or five years ago the principal addiction was to 
cocaine; the Chief of the Cairo Police stated that the 
Egyptian nation was being ruined by cocaine, and that 
the hospitals, prisons, and asylums were filling with vic- 
tims. But to-day heroin has replaced cocaine, and the 
hawkers penetrate Egypt, visiting even the smaller vil- 
lages. Statistics show that nearly 25 per cent. of those con- 
fined to prisons are charged with drug offences. Foreigners 
are mainly responsible for the importation of these drugs 
into Egypt; those living in Egypt are outside Egyptian 
jurisdiction and are tried by their own Consuls, so that 
uniformity in justice is lacking. Egypt for many reasons 
is a happy dumping ground for narcotics. Russell Pasha, 
the director of the Central Narcotics Intelligence Bureau, 
estimates the addicts at 100,000, and he believes this num- 
ber is increasing: other estimates are much higher than this, 
but Mr. Russell’s figure is truly terrible when it is under- 
stood that the Egyptian population is not more than 14 
millions. 

These narcotics come from various sources; often they 
are manufactured in Switzerland and imported via Austria. 
Europe has much to answer for in its supply of narcotic 
alkaloids to the East. A single firm at Bussum in Hol- 
land exported 4,000 kilograms morphine, heroin, and 
cocaine within fifteen months, and 75 per cent. of this went 
to China. It is small wonder that she should complain 
that smuggling of European alkaloids into her country 
demands at least as much scrutiny as the exports of opium 
out of it. 


Printed and published by the British Medical Association, at their Office, Tavistock Square, in the Parish of St. Pancras, in the County of London. 


DRUG ADDICTION [ ULPLEMENT 


ITISH MEDICAL Joury 


In China opium smoking has existed for a thoy 
years. Wine and moonlight were formerly the inspiration 
of the Chinese bard, but now the poetaster who writes a 
chaste ode to his mistress seeks inspiration in the Opi 
pipe. Opium smoking was not, however, the terrible Vice 
it Was painted. The opium smoker takes his pipe in much 
the. same way as Eastern nations take tobacco: he jg 
usually precise in business, exemplary in habits, and Tarely 
fuddled. A few establish a habit and must be continually 
increasing the dose, but it may be doubted if these are 
much commoner than the drunkard in the West. 

The story is, however, entirely different with the alka. 
loids, as different as spirit is from beer or nicotine from g 
cigar, and it is here that European culpability must pe 
considered. Narcotics were introduced and even encour. 
aged by them; heroine was introduced to cure the smoking 
habit, and dicodide to cure the morphine habit. One firm 
in Europe manufactures one ton of heroine a month, 
though what becomes of it all is uncertain. In 1927 the 
Chinese Anti-Opium Association estimated that their coup. 
try produced 7,000 tons of opium: exactly how this figure 
was obtained is not stated, but it represents eight or nine 
times the legitimate medical needs of the world. The 
Chinese have also to contend with foreign settlements and 
concessions which are exempt from their jurisdiction and 
may be channels for prohibited drugs; it is even stated 

' that some of them legalize opium smoking. 

In the Malay Peninsula an opium monopoly exists and 
opium is sold only in Government shops; also the smokers 
are registered. ‘This policy was adopted by the Goverp. 
ment for the gradual suppression of the vice; it has much 
to commend it, as a sudden suppression must encourage 
addicts to search for other indulgences. Hong Kong hag 
adopted the same principle, but here unfortunately smug. 
gling from China is rife. In the Philippines, Amerie | 
has absolutely forbidden opium smoking under any com 
ditions, though this, of course, does not mean that it hag 7 
been suppressed. 

Persia and Turkey, which probably raise a million kile 
_grams of opium annually, issue no reports of their 
traffic. Unfortunately more than half of the States which 
are members of the League have not subscribed to the 
Geneva Opium Convention of 1925. 

The United States is unfortunate in one respect, in that 
she has both an enormous sea and land frontier to protec 
against smuggling. Before the war, Dr. Wilbert of the 
United States Public Health Service, estimated that there 
were 175,000 addicts in the country. His figures weré 
based apparently on the importation and sale of opium 
through trade channels. ‘The Commission of the Trea 
sury, U.S.A., in 1921 estimated that the country contained 
at least one million addicts. In 1919 Miss Graham-Mulhall, 
First Deputy Commissioner in the Department of Narcoti¢ 
Drug Control, State of New York, New York City, said that 
prescriptions containing from 4o to go grains of morphine 
or heroine were frequent, but that at the end of 1920 it 
was exceptional to find more than 1o grains. In the last 
ten years America has accomplished much. The man 
facture or importation of heroine is forbidden, and the” 
number of addicts has steadily diminshed and is said t 
have reached pre-war level. 

Narcotic drugs are among the most valuable weapons 


we possess to combat pain and suffering, and whatever ® 


steps are taken to limit their illegal use, the greatest care 
is necessary to ensure that restriction should inflict n0 
hardship on the poor; such a contingency might well arisé 
if the number of factories was limited by international 
agreement. One method commends itself to many 


thoughtful people, which might be both simple and effeea™ 


tive; each manufacturing nation should have one factory 
over which the Government would exert a direct and com 
plete control including the price at which the products 
were sold. 
sent a real control of the narcotic traffic, for it is not the® 
crude preducts, opium and coca leaves, which are a menaceg 
to civilisation, but the chemical principles derived from 
them. 


If such a system were adopted it would repre ™® 
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